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LHC is made from New Zealand milk 
lamb intestines, thoroughly cleansed 
and frozen within two hours of the 
animal being killed, thus reducing to 
@ minimum the growth of bacteria. 


London Hospital Catgut 
is manufactured under 
unified control from 
intestine to sterile tube 


4 
a 
‘ OBTAINABLE FROM ALL LEADING 
SURGICAL EQUIPMENT HOUSES 
e 


WHG./. 


ry 
} 
| 
| 
4 
j 


FOR YOUR 
WITH NAUSEA AND VOMITING 


For the 50°. of pregnant women who suffer gastric 
distress, NIDOXITAL provides rapid relief. In almost all 
patients treated with NIDOXITAL, symptoms 
disappear within one to three days.* 


Nideoxitad 
is rational therapy 


Since the problem is complex, NIDOXITAL provides five effective 
agents for a full range of therapeutic and prophylactic action 
Benzocaine — to diminish gastric excitability 
Nicotinamide — to reduce excessive peristalsis 


s available in 
botties of 29 and 100 Pentobarbital sodium — to depress central excit bility 


capsules. Original prescriptions di-Methionine — to support normal liver function 
should specify no more than 2) 
: , Pyridoxine — for fatty acid and protein metabolism, 
capsules since this quantity 1s usually 
sufficient for complete contro!. Dosage maintenance of nerve function and erythropoiesis Pyridoxine is 

one capsule 30 to 45 minutes before reported by many clinicians to have a favourable effect 
meals in the usual case, may 


in nausea and vomiting of pregnancy and is a firmly 


exceptionally severe established agent in treatment of this condition. 
cases 


LITERATURE ON REQUEST 


* The use of Nidoxital in Emesis Gravidarum 
Am |. Obse. & Gynec. 59: 458, 1950 


Ortho Pharmaceutical Limited 
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METHERGIN 


is a preparation of methylergometrine, a semi- 
synthetic ergot alkaloid. Methergin increases 
the frequency of uterine contractions and the 
tonus of the uterus and in this respect is 1.5-—2 
times as powerful as ergometrine. Furthermore, 
the duration of its oxytocic effect is prolonged, 
lasting up to 8 hours. No untoward effects on 
blood-pressure have been observed and Mether- 
gin can be administered even in septic cases 
The introduction of this preparation thus marks 


a real advance in obstetrics 


Tablets 


Ampoules * Oral Solution 


Literature and samples available on request 


SANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street London, W.1 
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Sublingual Therapy with 


PERANDREN 


(5, 10, 25 and 50 mg.) 
ean double the effectiveness of 
METHYLTESTOSTERONE 


* Linguet’ therapy alone is therefore adequate in many cases; 


other forms are available when required :— 


PERANDREN 
Ampoules, * Crystules’, Implants, 
(TESTOSTERONE PROPIONATE) 


Ointment (Testosterone) 


*Perandren’ and *Linguets’ are registered trade marks. Reg, user 


CIBA LABORATORIES LIMITED 
HORSHAM SUSSEX 


ne Horsham 1234 Telegrams: Cibalabs, Horsham 
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afraid... 


Modern analgesia has enabled the obstetrician to 


vive much-needed contidence to the nervous 
ote! . primipara. In the antenatal clinic, an introduc- 
f ‘ tion to the simple and effective apparatus which 
4’ ” she will use, can assist greatly in allaying the 
fear of pain 
j Today the outstanding value of “Trilene” in 
\\ labour ts widely recognised A pleasant and 
efficient means of producing deep and constant 
j inalgesia, it is safe for both mother and infant, 
/ ind ts administered in various types of compact 
and portable inhaler. There are no contra- 


indications, and recovery is rapid with no un- 


pleasant after-effects. The advantages of “Trilene’ 
\ i } analgesia ensure the ready co-operation of the 
7 patient 
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| Analgesia in Obstetrics 
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IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
/ Chemical Industries WILMSLOW, MANCHESTER 


AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THtt AMERICAN GYNECOLOGICAL SOCIETY, 


THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 


AND TWENTY-SIX OTHER SOCIETIES 


fditor 4ssociate Editors 
G. W. KOSMAK Hi. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
dl (avnace wv, tl Jour al alone, offers you comp! te coverage on all 
developments constantly being made in these tields America 
Abstrac ot t unportant literature from all parts of the world are 
publ d Nlost of the outstanding medical schools in the United States 
ire represented on the editorial board, which consists of forty-two of the 
load teachers ina pl ictisinig specialists in i 
Phe two volumes published annually contain approximately 2,200 pages 
ive about soo jllustratio They constitute complete record of 
ure ind hievement tor the period 
Published Monthly Annual subscription £5 15s. per annum, post free; single copies, 12s. 


THE C. V. MQSBY COMPANY, PUBLISHERS, ST. LOUIS 
{GENT LOR GREAT BRITAIN 


HENRY KIMPTON |. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 


| 

| 

' | 


her stamina sustained 


lb rom sometimes slender reserves of energs, the « Apectant mother 
gives freely. Lo the natural stresses of pregnancy are added the 
countless demands of family life that is why GluceDin is so 
important to her 

Over gi per cent of GluceDin ts medicinal glucose pure energy 
speedily absorbed calcovum, phosphorus and vitamin are 
added 

Here then is a really pleasant way of replacing energy as fast as 
it is expended. And GluceDin often mitigate any tendency 


to morning sickness as well 


GLUCODIN, 
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AXO LABORATOR'IE MITED, GREENFORD, MIDDLESEX BYRor 


DOWN BROS. 


and 


MAYER & PHELPS, LTD. 


each £15 : 0: 0 


each £9 : 18 : 6 


DOWN BROS. and MAYER & PHELPS, LTD. 


SURGICAL INSTRUMENT MAKERS 


Head Office : 
92-94, BOROUGH HIGH STREET, LONDON, SE. 1 


Showrooms: 
32.34, NEW CAVENDISH STREET, LONDON, W. 
TORONTO: 70 Grenville Street 
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SECONDARY AMENORRHEA 
Simply and effectively 


TREATED ORALLY 


WITH 


MENSTROGEN 


The dosage is 4 tablets daily for 5 days. 


Menstruation under this treatment may be 


Certain cases 


expected to follow in 4 to 6 days. 


of habitual abortion also respond to this treatment. 


Concise but full information gladly sent on request. 


MENSTROGEN 


Leach tablet contains : 
LYNORAL (ETHINYL (ESTRADIOL) O01 mg 


PROGESTORAL (RTHISTERONE) 10 mg 


In tubes of 20. Bottles of 60, 250 & 500 tablets, 


Pr. secribable ander NALS, 


(e)RGCANON 


ORGANON LTb BRI TEE NHAM HOUSE, 
Temple Rar 0251/2 Meniormon, Rand. London 


LONDON, W.C2 


antenatal cau 


lo provide enough of all the essential protective factors and at the 
same time to avon unnecessary excess is the aim in prescribing for 
pregnaney Supplementation me needed to mamtan fall health and 
te vuard str h complications as. for example pre 
mature births, hypochromic anaemia, inability to breast feed and 
dental cartes 
By combining ia one preparation all the factors needed to ensure 
adequacy. not only is economy effected but the patient i« not 


burdened by excessive medication 


FORMULA, The daily dose provides, at time of manufacture 
ig-vitamin A conc.,B.P (40mg. 2,000 1.1 ferr. sulph. exsic., B.P 204 me 
hg.vitamin D cone.,B.P(30mg.) 300 1.1 alc. phosph., B.P 480 me 
mtamn B,, BLP 06 me 1. BP 
; por. tod not less than 1s m 
ttamin C, BLP 20 mg PP 


rocoph. acet.,B.P.C (vitamin E I me ‘ sulph., B.P | not less than 
rconmamde. | mang. culph. B.P« 40 P.p.m 


PREGNAVITE 


a single supplement for safer pregnaney, 
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Climcal sample and medical itteralure may be On 


VITAMINS LIMITED (Dept. C.43), UPPER MALL, LONDON, W.6 


ate 


\ 
ZA 
= 
a 
| 
i 
} 
¢ 
al tno 
*) Theve ne 
“ 


SOLUBILITY 


U rolucosil* reaches a maxi- 


mum of 98°, at pH 7, The 
product is consequently ideal for treatment of B.coli 


infections of the urinary tract. In such conditions high 
urinary concentration is essential: during Urolucosi! 
therapy, therefore. only the minimum amount of fluid 
should be taken. This would appear to be directly con- 
trary to normal practice with sulphonamides, but the 
high solubility combined with a low percentage of 
acetyl derivatives in Urolucosil ensures that a dose so 
small as 0-1G. Urolucosil four-hourly will give a urinary 
concentration as high as 20 mg. per 100 c.c.—a 


The 


concentration more than adequate for sterilization of 
the urine. The smallness of the dose and the low 
acetylation rate combine with the high solubility to 
make the risk of side-effects negligible with Urolucosil. 


bach tablet contains 16.2-sulphanilamido- 
S-methyl-I-thio-3 ; t-diazole. 


Urolucosil 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


Uilliam G2 NARNER and @. Cower Road,tLondon u/ 


solubility curve of 
ond 250 tablets. Port 1. $1. $.1V 
Poison, not subject to purchase tox 
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a wide range of bactericidal action 


* Mandelamine’ is the drug of choice 

for the control of urinary-tract infections 
complicating pregnancy. It rarely, if ever, 
gives rise to toxic side-effects, and thus does 
not aggravate the nausea of pregnancy. 

It is effective against most of the organisms 
commonly met with in urinary-tract infections. 
Its action is rapid and the development 

of bacterial drug-resistance rarely occurs. 

It is convenient to administer, requiring 
neither regulation of diet or fluid-intake 


nor accessory acidification, 


DHARBOUR LANE, LONDON, SS. 


ris of Nepera Chemical Co.,In 
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DOSAGE: 
Baundelamine’ and ‘Mandami a New York 


Straining at stool can be extremely The condition of the constipated patient 
hazardous to patients with high blood is further complicated when hemorrhoids 
pressure, tuberculosis or heart disease. are present. Relief of pain with ANUSOL 
In these and other conditions. bed Hamorrhoidal Suppositories is due to the 
rest may not prove beneficial unless removal of pressure from nerve endings by 
forced bowel movements are preven- effective decongestive action. The nerves 
dt are not anaesthetized and will, therefore, 
ted by use of a gentle corrective suc 
as AGAROL® Emulsion continue to function and give warning of 
, other pathology. There are no styptics or 
hamostaties with their danger of throm- 
bosis. There are no vasoconstrictors to 


provide undesirable systemic side-effects. 
AGAROL helps to establish the The safety factor of Anusol Haemorr- 


mechanism of the normal evacuation. hoidal Suppositories, even in continued 
It is easy to pour and extremely use, is of special significance during 
palatable to adult and child. pregnancy. 


Through replacement of needed mois- 
ture and hibrication, and by mild 
stimulation of bowel muscles, 


William R.WARNE R and @., Cower Road, London U4 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED To THE PUBLIC 
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A temperoture chart from a typical case of post-operotive 
sepsis. Four days’ treatment with sulphonomides and penicillin 
had preved unsuccessful. Within 48 hours of acministration 
of Chloromycetin the temperature hod returned to rormal. 


Successful and prompt control of infection in pelvic inflammatory disease of 
puerperal and non-puerperal origin has been reported following treatment with 


( hloromycetin 


Various forms of pelvic inflammation including salpingitis, pelvic abscess, 

infected abortion, pelvic peritonitis and post-partum sepsis have responded quickly 
to Chloromycetin after ineffective treatment with penicillin, streptomycin and 
sulphonamides 


Ihe broad antibiotic spectrum of Chloromycetin includes the organisms most 
commonly found in the mixed flora of pelvic cavity infections, particularly streptococci. 
Aerohacter aerogenes and Escherichia coli 


ISTERED TRADE MARK 


‘>: Parke, Davis HOUNSLOW, MIDDLESEX 


4 Telephone: Hounslow 2361 
8 AND COMPANY, LIMITED Inc. USA 
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Aqueous Suspensions of 


B.D. Sex 
llormones 


~\ 
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FOR QUICKER ACTION 
AND PROLONGED EFFECT 


These new B.D.H. Products consist of suspensions of cestradio! 
monobenzoate, progesterone and testosterone propionate 
respectively in saturated aqueous solutions of the hormone. 
Aqueous suspensions have the following advantages: 


1. Prompter action than that 
obtained with oily solutions. 
2. Duration of effect is some- 
what longer than with 
comparable doses of oily 
solutions. 

3. Finer needle can be used. 


4. Injection is painless. 

§. Syringe need not be 
thoroughly dried before use. 
6. Absence of oil makes 
syringe easy to clean. 

7. Dosuge is the same as for 
oily solutions. 


“OESTROFORM’ AQUEOUS 


(Estradiol Monobenzoate B.P. in aqueous suspension 
(Ampoules containing |, 2 and 5 mg. in boxes of 6 ampoules) 


*LUTOFORM’ 


Progesterone B.P. in aqueous suspension 
(Ampoules containing 5, 10 and 25 mg. in, boxes of 6 ampoules) 


*TESTAFORM’ 


Testosterone Propionate B.P. in aqueous suspension 
(Ampoules containing 5, 10, 25 mg. in boxes of 6 ampoules, 
and SO mg. in boxes of 3 ampoules). 


Descriptive literature and specimen packings are availadle on request 


\ MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.! 
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NOTICES 


THe JOURNAL OF OwsteTRICS AND GYNAECOLOGY OF THE BritisH Empire was established 
by a Private Limited Company in 1901. The capital was provided by a group of British 


Obstetricians and Gynaecologists, and the profits earned have been 
maintenance and improvement of the Journal 
ferred by purchase to the Royal College of Obstetricians and Gynaecologists. 


devoted to the 
In November 1950, the Journal was trans- 
Under the 


new direction the previous policy will be maintained 
The publishers and printers are Messrs. John Sherratt and Son, Park Road, Altrincham. 
The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland and £2 15s. 


for the Dominions, Colonies and Foreign Countries. 
should be sent to the Editor. 


Books for revicw 
articles is reserved 


It is payable to the publishers. 
The right of publication of all 


Directions to Contributors 
Original articles for publication are invited and should be sent to the Editor, Professor James 


Young, Moorings, North Chailey, Lewes, Sussex. 
that they are contributed to this Journal only 


manuscripts 


They are accepted on the understanding 


Authors are advised to keep a copy of all 
Proofs will be submitted to authors resident in the United Kingdom, but 


to avoid delay or loss the proofs of authors resident abroad will be corrected by the 
editorial staff, unless the authors wish to delegate the work to a representative in this 


country 
conventions: 


To lessen editorial work it is desirable that authors conform to the following 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon 
copies) should be submitted. Italics in the 
text should be reserved for words in a 
foreign language and as little as possible 
used to indicate emphasis 

Proper scientific names giving both genus 
and species should be italicized, with an 
initial capital and contraction for the genus 
only after a full spelling at the first mention, 
thus: ve 

Clostridium welchii followed by Cl. 
welchii, Bacterium coli—Bact. coli; Bacillus 
tuberculosis-- B. tuberculosis; Corynebac- 
terium diphtheriae C. diphtheriae 

Each sentence should have its proper 
components thus: 

“ Progress: The patient continued to im- 
prove.” NOT 


Progress: Went downhill.” 

The authors name, decorations, 
degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table II, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
them to be placed. Illustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. 1, Fig. 2, ete. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on ar: 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and not brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., = 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 
printed, when the Journal will undertake to 
have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
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Authors may be required, at the Editor's 
discretion, to contribute to the cost of repro- 
ducing half-tone or coloured plates. 


ABBREVIATIONS 

These should be avoided as far as possible. 
Thus “ per cent” should be used instead of 
the symbol “ % ” and such forms as T.B., 
R.B.C., B.P., P.E.T., A.P.H. eschewed. 

Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words except when 
beginning a sentence, thus “ Fifteen patients 
out of a total of 60 exhibited,” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not ¢.c. or ¢.cm.); mg.; pounds (not Ib.); 
ounces (not 02.), etc., and wherever suitable 
the metric equivalent of an English measure 
should be given, for example, when record- 
ing pelvic measurements, size and weight of 
babies, tumours, etc. 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 


ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 

In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author’s name, initials, year of 
publication (in brackets), name of journal 
(italics abbreviated), volume number (under- 
lined) and page number. In case of books 
the order is: Author’s name, initials, year of 
publication, full title (italics), edition, pub 
lisher and place of publication, page, thus: 


Brown, H. E., and Jones, B. K. (1943): J. 
Obstet. Gynaec. Brit. Emp., 2, 128. 

Samson, P. (1940): Obstetrics for Midwives. 
2nd Ed., Fraser, London, p. 9. 


REPRINTS 
Twenty-five reprints are supplied free of 
cost. An author may purchase additional 
reprints if he notifies the publishers on the 
form attached to the proof of his paper. 
Contributors from overseas should state 
the required number on their manuscript. 


For the young 


patient 


who 


wishes to preserve her figure 


PROVIDES THE ANSWER 


Because each garment is made to measure 


For the patient whose figure needs supporting 
Every female patient requires a supporting garment. 
Moré and more Doctors are telling their patients to look 
up the nearest Spirella Corsetiere in the Telephone Book. 
LIMITED 


Tel : Letchworth 159 
LONDON Wt 


The SPIRELLA COMPANY OF GREAT BRITAIN 
LETCHWORTH HERTS 


AND SPIRELLA HOUSE OXFORD CIRCUS 
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EXCERPTA MEDICA 
rhe International Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine 


OBSTETRICS AND GYNAECOLOGY 


SECTION X 


CONTENTS 
All articles appearing in journals devoted to obstetrics, gynaecology and 
endocrinology (the latter where applicable) are abstracted. In addition to 
abstracts of articles on the main subjects, abstracts on nursing and infant care, 
psychosomatic medicine, and on radiology and tuberculosis are included. 
American Journal of Obstetrics and Gynecology 
ais The Excerpta Medica appear in faultless English 


Professor P. Greenhill 
May I say that your Section X of Excerpta Medica is 


excellent and I therefore cannot offer any suggestions for its 
improvement I believe vou and your co-editors are doing a 


magnificent job 
per yearly volume of 600 pages, including an index 


The subscription rate is £3 15s 
Write for a prospectus or specimen copy 


classified both by author and subject 


Sole Distributors for Great Britain and the British Dominions : 


bk. & S. LIVINGSTONE, LTD., 16-17, TEVIOT PLACE, EDINBURGH, 1. 


A Journal Devoted to the Clinical Aspects of Infertility 


FERTILITY and STERILITY 


OFFICIAL JOURNAL 
IMERICAN SOCIETY FOR THE STUDY OF STERILITY 
Pendleton Tompkins, M.D., Editor 


FERTILITY anno STERILITY is a available. This new journal, covering 


unique journal designed for all those all aspects of the field offers autho- 


who mav be called upon to diagnose 
and treat inferulity lo-day, as never | medical centres. Now firmly estab- 
betore, the alert physician can offer help lished FERTILITY ann STERILITY 


will help keep you abreast of progress 


ritative, original papers from leading 


to the childless couple New diagnostic 
technics, new effective therapies arenow | in this growing area of practice. 


Published by 


PAUL B. HOEBER, Inc. 

Medical Book Department of 

Harper & Brothers 

49 E. 33rd St., New York 16, N.Y. 


Bimonthh 

Approx. 600 pp. yearly 

Volume III begins with Jan. 1952 

$8.00 per Year in U.S. and Pan-America 
$9.50 Elsewhere 
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The outlook need not be clouded... 


... by the shadowy fear of the menopause and its associated 
vasomotor and psychic disturbances. 

Euvalerol M, the ideal sedative in menopausal conditions, en- 
sures that the difficult years may be contemplated with equanimity 
and passed through with ease. 

Symptoms of apprehension, flushing, irritability and depression 
that darken the outlook of the woman at the menopause are 
alleviated, and the emotional balance restored, by the adminis- 
tration of Euvalerol M. 

Euvalerol M contains an odourless preparation of valerian with 
} grain (16 mg.) phenobarbitone and 0°1 mg. stilbastrol in each 
fluid drachm. 


In bottles of 4 and 8 fluid ounces. 


Literature on applicauon. 


ALLEN & HANBURYS LTD LONDON E 


TELEPHONE’ BISHOPSGATE 320! (20LINES). TELEGRAMS. “GREENBURYS, BETH, LONDON” 
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Acetarsol + Lactic Acid 
Ocstrone + Ichthammol 
Gentian Violet 
Sulphathiazole + Proflavine 


Acetarsol Combination 
hie unst Trichomonas and a ated 


THE 


METHOD OF 
VAGINAL 


THERAPY 


.. employs disposable applicators 
with medicated jellies in all vaginal 
conditions for which soluble pessaries 
are commonly used. 


ADVANTAGES 
@ Deep placement without digital insertion. 


@ Instant distribution of jelly over vaginal 
surtaces. 


@ Prolonged retention of jelly with con- 
sequent economy in use, 


PACKS 


Single sets each containing t tube of medi- 
cated jelly and 12 KYLON applicators | patent 
pending). Also in HOSPITAL PACKS. 


on request to: Medical Department 


KYLON LIMITED, EAGLE HOUSE, JERMYN STREET, LONDON, S.W.1. 
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The following medicaments 
are acaiable - 
Prescribe Kylon applicator set” stating 
‘ P A n Acetarsel appli- 
\ rding to reqguirements).”" 
Professional sample and literature ¢ladly sent 
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for the 


For the patient pictured 
on the left, para 1, in the 
8th month of pregnancy, 
a Spencer Support was 
prescribed to serve as a 
comfortable “ hammock” 
for the growing uterus, 
to safeguard posture, to 
relieve tired back, and to 
guard against strain and 
undue fatigue. The sup- 
port shown at right was 
specially designed to 
meet these medical indi- 


cations. 


a “Hammock” 


growing uterus 


Spencer will adequately meet the needs of YOUR maternity patients 


because each 


Spencer is individually designed, cut, and made for each patient. The co-ordination of 
support to lower abdomen and back induces better body mechanics, protects against 


back disturbances. 


If applied before the end of the 4th month, it may be easily adjusted by the patient for 
postpartum wear (to provide proper support for the relaxed abdomen and for 


muscles and ligaments of the pelvic joints). 


For further information write to : 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House Banbury Oxfordshire 


Tel.: Banbury 2265 
BRANCH OFFICES AND FITTING CENTRES: 


MANCHESTER: 38a, King Street, 2 Tel: BLAckfriars 9075 
LIVERPOOL : 79, Church Street, 1 fel: Royal go21 
LEEDS: Victoria Buildings, Park Cross Street, 1 (Opposite Town Hall steps) 

Tel. Leeds 26586 
BRISTOL : 44a, Queens Road, 8 fel: Bristol 248e1 
GLASGOW : 86, St. Vincent Street, C.2 Fel: Central 3232 
EDINBURGH : 30a, George Street, 2 Tel: Edinburgh 25603 


Appliances supplied under the National Health Service 
Trained Retatler-Fitters resident throughout the Kingdom, name and address of 


nearest Fitter supplied on request 
Copyright 
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A new 
analgesic 


Synthesized in the Roche researc h 
laboratories, the compound 3-hydroxy- 
N-methyl morphinan was found to 
have a greater analgesic effect than 
morphine. The drug has been given 
the approved name methorphinan. 

It has now been introduc ed under the 


trade mark 


Effective by mouth 


tablets of 1.6 my. tor oral use and 
c.c. for injection. Tablets 


in packings of 6 and 


PRODUCTS LIMITED, 


lierts 
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REGULAR HABITS are undoubt- 
edly the basis of satisfactory 
bowel movement in the normal 
individual. Unfortunately, with 
changes in routine, during illness 
or convalescence, or due to rush 
of work and social activities, the 
habit time of bowel movement is 


often lost and constipation follows, 


Once lost this habit time is not 
easy to regain, but insistence on a 


regular effort and the provision © 
sufficient bulk to stimulate peri- 
stalsis will do much to help in 


its recovery. 


*“PETROLAGAR’ provides soft 
bulk and achieves a comfortable 
bowel movement without griping. 
Gently but surely ‘PETROLAGAR’ 
helps the return to habit time. 

Issued in two varieties: Plain, 


and with Phenolphthalein. 


*PETROLAGAR® Emulsion 
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Safe arrival... 


As an obstetric analgesic, Pethidine is 


unequalled. It provides sustained action, 


does not harm mother or child, 


does not prolong labour or diminish 


effective co-operation by the 


mother and is simple to administer. 


B.W.& Co., first manufacturers 


in Great Britain to make Pethidine, 


issue it as Wellcome brand 


Injection and, for oral administration, as 


‘Tabloid brand compressed products. 


PETHIDINE ‘B.W.& CO.’ 


HYDROCHLORIDE 


aie BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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THe pharmacological response to sedation of the 
intact human Fallopian tubes in vivo has re- 
ceived attention recently from Davids and 
Weiner (1950). The following investigation is 
an attempt to establish the reaction of the 
Fallopian tubes to a variety of anaesthetics and 
to determine their clinical value in diagnostic and 
therapeutic utero-tubal insufflation. 

Over a period of 7 months 864 new cases 
attended the Gynaecological Outpatient Clinic. 
sterility being the main complaint in 563 cases 
(65.2 per cent). This high figure is not surpris- 
ing in view of the social and tribal prestige 
attached to fertility. Of these cases, 186 (33 per 
cent) were cases of primary sterility and 377 (67 
per cent) of secondary sterility. Out of the 563 
cases, 359 were the subjects of this investigation, 
the distribution of primary and secondary 
sterility being 141 (39.3 per cent) and 218 (60.7 
per cent) respectively. Since postnatal clinics 
have not been developed as yet in this part of 
Nigeria, it was not unexpected to find a chronic 
cervicitis of varying severity in 90.8 per cent of 
the 218 cases of secondary sterility. Further, 
most of the local women who prefer domiciliary 
confinements are ignorant of postnatal clinics, 
and unfortunately, of those confined in hospital, 
a large number failed to attend again. Four 


(2.8 per cent) out of the 141 cases of primary 
sterility were found to have a cervical erosion. 

Ibadan is the largest native city in Africa, with 
a population of over half a million, but a con- 
siderable number of patients come from the 
surrounding district, which has a population of 
some further 463,000. The patients are drawn 
from several tribes, predominantly Yorubas, and 
a majority of Ibos amongst the rest. 

We were confronted with a twofold prob- 
lem arising in the cases of secondary sterility. 
Firstly, patients suffering from chronic cervicitis 
often had travelled long distances, and expected 
prompt treatment in the form of “ washing out of 
the womb ”. It was found that such women who 
presented themselves premenstrually and were 
asked to report immediately after the next mens- 
trual period either were most displeased or failed 
to attend again. Thus out of the 563 patients 
complaining of sterility, there were 145 such 
cases suitable for insufflation who did not return 
to the Clinic as requested. Therefore it appeared 
reasonable that significant data demonstrating 
the relationship between ovarian function and 
the physiology of the Fallopian tubes, as for 
example investigated by Rubin (1947), could be 
obtained from these patients in the premenstrual 
phase, if taken together with those who presented 
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earlier in the cycle. Secondly, Rubin (1947) 
States that “ no Operation upon the cervix except 
to relieve stenosis, should be undertaken for the 
relief of sterility before the status of the tubes 
has been determined.” Further, he considers an 
endocervitis a contra-indication to 
insufflation. In our cases of secondary sterility 
associated with cervicitis, chronically infected 
cases were selected only when palpation revealed 
no tenderness, excitation pain being an infre- 
quent finding in these patients. Indeed, the 
follow-up showed no ill effects attributable to the 
procedure of insufflation later to be described. 


active 


Under the circumstances in which an anaes- 
thetic was necessary for the treatment of the 
cervix, it appeared a simple matter to perform 
an insufflation prior to the dilatation and 
cauterization, but also under anaesthesia. How- 
ever, on the subject of insufflation under anaes- 
thesia the following relevant statements were 
found in the literature. 

(a) “ At operation general anaesthesia tends 
to paralyse muscular movements of the tubes. 
Spinal and local analgesia appear to have the 
same influence.” (Dyroff, quoted by Rubin, 
1947.) 

(b) Of patients deeply anaesthetized with the 
abdomen open, Rubin (1947) states: “ In such 
cases inspection of the tubes failed to elicit any 
mouon. If they appeared at all, the curves 
described were comparatively shallow and 
slower than in the normal state.” 

(c) Referring to spinal anaesthesia in a case 
of pathological tubes with the abdomen open, 
Rubin (1947) reports: “ Anaesthesia undoubt- 
edly affects the tubal muscle, inhibiting con- 
tractility. In repeating these experiments upon 
the rabbit, the paralysing action of ether upon 
tubal muscle has been noted.” 

In the light of these findings, it naturally 
appeared to us that no fair prognosis could be 
given to the patients unless they were insufflated 
without anaesthesia before the dilatation and 
cauterization of the cervix; but equally did the 
validity of the above statements, admittedly 
applicable to patients with the abdomen open, 
appear to be possible of verification, especially 
as no similar investigations have been reported, 
to our knowledge, with the exception of those 
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with narcotics (Davids and Weiner, 


1950). 
Therefore it was decided to subject all the 
patients to utero-tubal insufflation both before 
and after anaesthesia, with a series to serve as 


control. A group of 280 women served for the 
investigation of the effects of 9 anaesthetics and 
2 alkaloids. As will be shown, 2 control insuffla- 
tions were performed on each case prior to a 
third tracing following the administration of 
the anaesthetic agent or alkaloid. A 3rd tracing 
was also obtained for comparison in 2 control 
series without drugs. 


PROCEDURE AND METHOD 


Each patient was placed in the lithotomy 
position and was suitably draped and prepared 
as for any surgical operation. Re-examination 
was then performed to exclude pelvic tenderness, 
and to ascertain the position of the uterus so 
that the cannula could be introduced in the 
correct direction to avoid the possibility of the 
fenestra becoming embedded in the endo- 
metrium. A speculum was passed and the 
anterior lip of the cervix caught gently with a 
small volsellum. Confirmation of the position 
of the uterus was obtained by the careful intro- 
duction of the uterine sound and also the length 
of the uterine cavity was determined. The 
kymograph used was Sharman’s modification of 
Bonnet’s model. Before every insufflation great 
care was taken to ensure that the fenestra of the 
cannula were patent, and the air in the rubber 
tubing was removed by purging with carbon 
dioxide. After gentle introduction of the can- 
nula in the direction of the uterine cavity and 
awaiting a few moments the carbon dioxide was 
turned on at a constant rate of flow of 60 ml. per 
minute. All precautions were taken to avoid 
displacing the uterus from its normal position 
so that anomalous kymographic tracings would 
not result (Davids and Weiner, 1950). 

Of the 359 patients insufflated, 79 were rejected 
for the purpose of the investigation because the 
kymographic tracings indicated either peritubal 
adhesions, tubal strictures, or sustained spasm, 
and there were two rejects as noted under high 
spinal anaesthesia. Cases with persistent utero- 
tubal spasm had to be rejected as there were no 
normal tracings available for comparison with 
those obtained under anaesthesia; however. 
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cases with transient spasm were included in the 
various series of the investigation. The subject 
of utero-tubal spasm will be discussed later. 

In view of the fact that premedication was 
essential before inductions with the volatile 
anaesthetics and of value in the administration 
of spinal analgesia, it was decided to give all 
the 200 cases to be anaesthetized, plus 20 con- 
trol cases, a subcutaneous injection of morphia 
gr. } and atropine gr. 1/100, 1 hour before in- 
sufflation. 

In order that every patient should serve as her 


The remaining 60 cases of insufflation were 
treated in exactly the same way as regards the 
Ist and 2nd tracings, but no premedication 
was given. Thus there are two series which 
provide the data to assess the characteristics of 
a 2nd tracing. In some instances the differ- 
ence between Ist and 2nd tracings was 
marked (e.g. Cases Ic, 6b, 7a, etc.); nevertheless 
for the two series, with and without premedica- 
tion, the mean values of the three measurements 
approach one another closely, as will be seen 
from Table I. 


TaBLe I 
Showing the differences between Ist and 2nd tracings 


Mean values with percentage change of 2nd over Ist 


Ist and 2nd 
tracings 


Frequency 


Amplitude 
Per 
cent Ist 2nd 


60 cases ae 
no premedication 


222 cases 
with premedication 


115.9 111.7 


124.2 122.3 — 1.54 


—3.12 8.26 7.52 


+2.79 6.70 6.24 


own control a first insufflation was performed 
and a tracing obtained for 2 minutes. As soon 
as the cannula had been cleaned and tested for 
complete patency a second 2-minute tracing was 
made. It was felt that measurements of the 
characteristics of different tracings would give 
more accurate results than visual judgement and 
the criteria for the analysis were as follows. 

(a) Pressure. The mean pressure was taken as 
the average height from zero of each tracing. 
Where the pressure varied a great deal the chart 
was divided into sections and the mean of several 
readings taken. 

(b) Amplitude. As an index of peristaltic 
activity the amplitude was obtained by taking 
the mean height of all waves in each tracing. 
Measurement of each wave was made on the 
downstroke in mm.Hg, in order to avoid 
including initial spastic response and notches 
which may be attributable to ampullary filling. 

(c) Frequency. The number of apices of 
waves of all types, discounting ampullary fill- 
ing, were obtained in minute intervals and the 
mean value per minute calculated for each 
tracing. Determination of frequency was per- 
haps less accurate than was the case with 
pressure and amplitude. 


Davids and Weiner (1950) found that a second 
tracing in the same patient manifested little if 
any change over the first tracing. In our series 
there would appear to be a tendency for a 
decrease in frequency and this was the only 
significant change found by the application of 
the “t-test”. In view of this finding it was 
decided to use the mean values of the Ist and 
2nd tracings of each case as a base line for 
comparison with a 3rd tracing which was 
obtained in order to assess the effect of anaes- 
thesia. Two further indices for the analysis of 
tracings were applied to all cases and their 
derivation is outlined below. 

A simple experiment was performed with the 
Sharman’s modification of the Bonnet kymo- 
graph in order to find the rate of flow and 
pressure relationship when the flowmeter dial 
was set at 60 ml. per minute. A 26G needle 
was connected by rubber tubing with trans- 
fusion clamp to the nozzle of the machine. By 
bubbling the carbon dioxide through water, the 
time for a fixed volume of gas (10 ml.) to pass 
over was taken for a series of readings and a 
rough calibration graph drawn up (Graph 1). 

With the clamp open, 60 ml. per minute 
passed over at a pressure of 20 mm.Hg; this 


Pressure 
Per Per 
Ist 2nd cent Ist cent 
—3.60 15.7 15.2 ~8.95 
18.2 18.7 ~ 6.86 | 


@ 10 2 +0 5p 6p 


Kymograph set af 60ce/min. 


Graru |. Showing rate of flow and pressure relation- 
ship of the kymograph. 


corresponds to a tube with an internal diameter 
of 0.25 mm. As the clamp was tightened the 
rate of flow fell, until at a pressure of 250 
mm.Hg, no gas passed over at all. At this 
pressure when no. gas passes the patency is nil. 
Therefore the factor of patency has been taken 
with the zero at 250 mm.Hg. Patency equals 
250 minus the mean pressure of the tracing. 
According to the Hagan Poiseuille Law, 
laminar flow is proportional to r*, but in the case 
of the Fallopian tube with its varying diameters 
of interstitial portion, isthmus and ampulla, 
considerable turbulence would arise, the power 
of r would decrease and may be taken as nm. An 
analogy (Fig. 1) may be drawn from the case of 


Fig.l. Comparing the Fallopian 
needle as & ceuse of turbulent 
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the transfusion tubing and needle where there 
are some three variations of diameter and it was 
found experimentally (Macintosh and Mushin, 
1946) that rate of flow is proportional to r**. 

Therefore resistance or the pressure of in- 
sufflation is inversely proportional to r*. By 
consideration of Young’s modulus of elasticity 
with respect to the muscle wall it may be shown 
that the muscular activity is proportional to 
dp/p. Then for convenience, the index of 
muscular activity may be defined as follows: 

Maximum pressure range 
Contractility 100 
Patency 

The maximum pressure range represents the 
distance in mm.Hg between the highest and 
lowest points of any one tracing after the initial 
ascent to the top of the first wave. The diameter 
of the tube is determined not only by the 
muscle contractions but by developmental and 
pathological factors; if, however, this index 
measures only muscular contraction and relaxa- 
tion then the other factors would be eliminated. 
Admittedly the initial fall in pressure might be 
due to the forcing of a passage or to the break- 
ing down of tubal adhesions, but this would not 
affect the contractility factor in most cases as 
the highest and lowest points are usually found 
on entirely different peristaltic waves. In this 
way we have a rough measure of the maximum 
contractility exhibited by any one pair of 
Fallopian tubes. 

The analysis of results was made in order 
to extract the significant data for each series 
as regards pressure, patency, contractility, 
amplitude and frequency. The probabilities 
tabulated in Table II were obtained by applica- 
tion of the “t-test” to the difference between 
the paired data, the 3rd tracing being compared 
to the mean of the Ist and 2nd for the same 
individual. The probabilities are those for 
positive or negative effects of the magnitude 


tube with transfusion 
flow of gases. 
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The significances of the 3rd tracing in a 


same series for 


rison with the mean of Ist and 2nd of the 
drugs investigated 


Series Pressure 


Contractility Amplitude Frequency 


Control with premedication 
Ether : 
Chloroform 

Trilene 

Cyclopropane . Increase* 
Nitrous oxide NS. 
Thiopentone NS. 
Curare . Increase* 
Curare and thiopentone .. NS. 
High spinal NS. 
Low spinal NS. 
Control no premedication 

Morphia 
Atropine 


Increase* 


Increase* ° 
NS. 


Increase* Decrease** 
NS. NS. Increase* 
Increase*** Increase** NS. 
NS. Increase* Decrease** 
NS. Decrease* 
Increase*** NS. 
Increase* Decrease*** 
Increase** Decrease** 
Increase* Decrease** 
Increase*** NS. 
Increase*** 
Increase* 
Increase** 
Increase** 


NS. 


Increase* 
Increase** 
Increase** 
Increase* 


Increase** 
NS. 


NS. 
Increase*** 
Increase** 


For patency the significance is the same as for pressure, the result being in the opposite sense. 


*** Highly significant 


** Moderately significant 


* Significant 


0.001>P>0.0001 
0.01>P>0.001 
0.1>P>0.01 


N.S. Not 10 per cent significance level 


found being due to chance. Had single-ended 
probabilities been used, the significance listed 
would have been increased. 

Only the cannula was removed for cleaning 
and re-inserted before the commencement of the 
3rd tracing in all cases with the exception of 
the 2 spinal series, in which it was necessary to 
remove and re-apply the speculum and vol- 
sellum as well. The length of the 3rd tracing 
was equal to the combined length of the first 
2, that is, some 3 to 4 minutes. The kymo- 
graphic tracings are marked in 10-second inter- 
vals. 

(1) Control series. Twenty cases without 
premedication and 20 premedicated cases were 
subjected to a 3rd insufflation some 8 minutes 
after completion of the 2nd tracing. 

Of the unpremedicated series, in Case Ib a 
steady increase in amplitude can be followed in 
all 3 tracings. In Table IT the unpremedicated 
control 3rd tracing shows a slight increase of 
amplitude and a fall in frequency over the mean 
of Ist and 2nd. 

The premedicated 3rd control tracing, illus- 
trated by Case Ic, shows a similar type of 
response, and from Table II it may be seen that 
for the series there was a slight rise of pressure, 
increase of amplitude, and a quite significant 
fall in frequency. This result serves as a basis 
for comparison with the anaesthetized cases. 


From these findings it would appear that in 
the unanaesthetized patient, whether premedi- 
cated or not, a repetition of the insufflation 
stimulus produces a tendency to greater tubal 
activity which becomes significant in the 3rd 
tracing. Although we cannot claim to have 
investigated the subject systematically it is our 
impression, from previous single tracings 
continued for 4 minutes, that a change in the 
intensity of tubal contractions comparable to 
that in repetitive tracings does not occur 
(cf. Rubin, 1947). 


In order to represent the findings graphically 
the percentage change of the 3rd tracing over the 
mean of the Ist and 2nd tracings was used and 
the relevant figures (Table III) and graphs 
(Graphs 2, 3, 4, 5, 6) appear below. 


PREMEDICATION 


On comparing the premedicated and unpre- 
medicated series of Table I, there is an apparent 
tendency for morphia and atropine to raise the 
pressure, increase the amplitude and lower the 
frequency of tubal contractions. In view of this 
tendency and in spite of the doubtful signific- 
ance of the difference, it was decided to investi- 
gate the two drugs separately using the un- 
premedicated 3rd control for comparison. 
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Taste Ill 
eet : Showing the results obtained with 3rd tracings made under the influence of drugs, 


with two control series for comparison 


Percentage change of the 3rd tracing over the mean of Ist and 2nd 


Pressure Patency Contractility Amplitude Frequency 

Premedication, no anaesthesia 8.0 64 + 16.2 24.3 15.6 

Ether 23.2 22.6 15.2 3.0 13.7 

Chloroform 53 + 45 + 56.4 + 42.1 8.3 

2 Trilene 8.2 + 88 + 42 +23.8 15.7 

Cyclopropane 10.5 13.2 + 35.4 18.8 22.4 

i = &§ Nitrous oxide + 34 40 +514 62.9 - OB 

Phiopentone + 2.1 1.5 +278 + 29.1 15.6 

Curare + 97 83 + 29.0 59.3 23.7 

Curare and thiopentone 1.0 0.7 + 21.3 + 60.0 26.7 

fo High spinal 1.4 1.2 + 48.6 + 59.1 12.3 

— Low spinal 2.2 2.6 +218 + 44.0 98 
No premedication, no anaes- 

thesia + 98 6.2 + 32.3 + 31.3 12.9 

Morphia + 16.0 17.1 +911 + 48.6 158 

13.2 + 61.7 +29.6 6.8 


Atropine 


| PRESSURE 
PERCENTAGE PRESSURE CHANGE OF 3” OVER 
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Showing the pressure changes obtained in 3rd tracings 
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GRAPH 3 
Showing the changes of patency encountered in 3rd tracings 


(2) Morphia. In 20 cases a dose of morphine 
sulphate, gr. }, was given intravenously 
immediately after the 2nd tracing. Following 
a lapse of 15 minutes the 3rd tracing was made. 
The cases were, of course, unpremedicated and 
this method of administration gives a maximal 
blood concentration at the time of the 3rd 
tracing. Case 2a illustrates the effect. 

From these and from Table II it would appear 
that morphia increases the tubal tone and ampli- 
tude of peristalsis; however, when considered 
in relation to the control 3rd tracing of unpre- 
medicated patients, only an increased contrac- 
tility was significant (Table TV and Graph 4). It 
is of interest that Davids and Weiner (1950) 
reported a very definite increase of pressure and 
amplitude 1 hour after subcutaneous morphia. 
We have been able to confirm this finding only 


in a degree not mathematically significant after 
intravenous administration. In view of this 
limited pharmacological result with a high 
blood concentration of morphia it may be in- 
ferred that ordinary premedication will have 
very little effect after 1 hour. 

(3) Atropine. A similar technique was used 
in this series of 20 cases, atropine sulphate gr. 
1/100, being given intravenously and the 3rd 
tracing made 15 minutes later. Case 3a shows 
a rise of pressure and an increase of amplitude 
similar to that of the control series (e.g., case 
lb). From Table IV there appeared no 
significant change in tubal activity from this 
dose of atropine. Certainly there is no evidence 
of any spasmolytic action or reduction of tubal 
tone; indeed, if anything, there is a suggestion 
of greater tubal peristalsis. 
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CONTRACTILITY 
PERCENTAGE CHANGE OF 3” OVER MEAN OF 1° AND 2™ 
SHADED = CHANGE ABOVE OR BELOW CONTROL % 


Unpremedicated Series 
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GRAPH 4 
Shows the effect on contractility produced in a 3rd tracing by the exhibition 
of various drugs 


(4) Ether. It was felt that ether alone should 
be used and inductions were carried out by the 
open method using the Schimmelbusch mask 
and Bellamy-Gardner dropper. In spite of pre- 
medication some excitement occurred in the 
second stage and inductions lasted from 18 to 25 
minutes, probably owing to the anaesthetist’s 
unfamiliarity with the historic method of ad- 
ministering pure ether by the open method. The 
upper second plane was reached. No anoxaemia 
was permitted but the slightly off-pink colour 
associated with the open technique was present 
Reference has been made to the findings of 
Rubin (1947) that general anaesthesia (? ether) 
and ether in the rabbit paralyses the tubal 
muscle 

It will be noted that the results for ether in 
Table I] become more significant in Table IV. 


when comparison is made with the control 
series. The indisputable fall of pressure and 
increase of patency, which was not found to be 
of this order in any of the other drugs used, 
fully confirms the findings in experimental 
animals. Contractility was decreased and the 
frequency rose significantly. 

5. Chloroform. Twenty premedicated cases 
were given chloroform by the open drop method 
with air. Chloroform was the only anaesthetic 
used and the 3rd tracing was made when the 
lower first plane or upper second plane was 
reached. Light chloroform differs markedly 
from ether in its effect on tubal activity, there 
being a slight fall of pressure and a doubtful 
increase of peristalsis (Table TV). It might be 
that deeper chloroform anaesthesia produces 
inhibition of tubal motility and it would appear 
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Pramedicated Series bee Unpremedicated Series 
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Grapu 5 
Represents the changes of amplitude found in 3rd tracings. Q- 
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TaBLe IV 
Final data for each series in relation to the premedicated control for the anaesthetics, 
.and to the unpremedicated control for morphia and atropine 


Pressure Contractility Amplitude Frequency 


Chloroform Decrease* 
Trilene Decrease** 
Cyclopropane ; NS. 
Nitrous oxide a 
Thiopentone 

Curare 

Curare and thiopentone 
High spinal .. Se 

Low spinal . 

Morphia 

Atropine 


Increase* 

Increase* 

? Increase* 
S. ? Increase 
Increase** ? Increase 
? Increase ? Increase 


8 
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The mean increase or decrease of the 3rd tracing over the mean of the Ist and 2nd for 
each drug series was compared with the corresponding quantity for the control series, 
the difference being compared with the standard error. 
Classification: N.S. Not 2 per cent significance level 
? Not 10 per cent significance level 
* Significant 0.1>P>0.01 
** Moderately significant 0.01>P>0.001 
*** Highly significant 0.001 >P>0.0001 
For patency the significance is the same as for pressure, the result being in the opposite sense. 
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to be well established that chloroform relaxes 
the uterus, but we were able to find only a slight 
tendency in this direction. 


(6) Trilene. The average theatre temperature 
was 88° F. and open trichlorethylene was ad- 
ministered to a further series of 20 patients. 
Vaporization occurred readily from the gauze 
of the Schimmelbusch mask and an identical 
technique with that for open chloroform was 
used. Inductions were a little more noisy but 
shorter (10 to 1S minutes) and anaesthesia at 
the lower first plane with a moderate tachypnoea 
was obtained. Slight stridor developed on pelvic 
stimulation in a few cases and spontaneous 
athetoid movements of the fingers occurred occa- 
sionally. No cardiac arrythmias were noted 
Case 6b shows a slight rise of pressure accom- 


GRAPH 6 
Demonstrates the changes of frequency produced in 3rd tracings by various drugs. 


BELOW 


Unpremedicated Series 
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panied by increased amplitude. In comparison 
with the control series (Table IV) there was a 
significant reduction of tubal tone and a 
doubtful increase of peristalsis. 

(7) Cyclopropane. Closed cyclopropane and 
oxygen was given to a depth of the upper second 
plane. Case 7a shows an increased tubal tone 
and increased amplitude in relation to Ist and 
2nd tracings. Compared with the control series 
these changes were not significant and it seems 
that the Fallopian tubes are very little affected 
by light anaesthesia with cyclopropane. 

(8) Nitrous oxide. Gas and oxygen were given 
by the ordinary semi-closed method. Anoxaemic 
inductions were avoided and only the slight 
suboxygenation required for control of reflex 
movement was permitted. The 3rd tracing, 8a, 
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shows a striking increase in amplitude which is 
still significant when compared with the control 
(Table IV). The pressure is raised in 8a and the 
overall finding was no change in patency. 
Whether the increase of amplitude might be 
attributed to the slight suboxygenation is debat- 
able; in some cases the oxygen was increased 
towards the end of the tracing and there was no 
reduction of amplitude. 

(9) Thiopentone. Forty cases were included 
in this series, as thiopentone is perhaps the most 
popular anaesthetic for minor procedures of this 
sort. The technique used was the administration 
of a dose (gauged approximately in proportion 
to the patient’s body weight) which, following a 
single injection, resulted in apnoea for some 30 
seconds. This intravenous dose varied from 
0.35 g. to 0.7 g., the average being 0.5 g. As soon 
as respiration recommenced the 3rd tracing was 
begun. No supplementary thiopentone and no 
other drugs were given. The final assessment 
shows no significant change over the unanaes- 
thetized control (Table TV). 

(10) Curare. As far as possible d-tubo- 
curarine by itself was investigated. At the 
commencement of the 3rd tracing an intravenous 
dose of the drug calculated at 14 mg. per stone 
(discounting much obesity) was given, the 
average dose being 11 mg. Thiopentone 0.25 g. 
was held ready for injection as soon as subjective 
respiratory distress occurred. No more drugs 
were given subsequently. By this means a 
tracing of the action of d-tubo-curarine alone 
was made for a period of 14 to 24 minutes. In 
general these tracings revealed an increased 
pressure and peristalsis, which however, in com- 
parison with the control, shows merely a barely 
significant increase in amplitude (Case 10c). 

In a few tracings the pressure fell and a short 
period of inhibited peristalsis lasted up to 14 
minutes. This phenomenon was present in 6 out 
of the 20 cases and the transient inhibition of 
tubal tone occurred 30 seconds to 2 minutes after 
the injection. Such periods of inhibition were 
encountered infrequently in other tracings and 
the reduction of peristalsis in ‘the instance of 
curare appeared to coincide with the maximal 
development of systemic muscular relaxation. 
However, it is certain that the over-all effect was 
that d-tubo-curarine produced an increased 


amplitude comparable to that of high spinal 
(Table IV). 

The data for the subsequent character of these 
tracings, that is under d-tubo-curarine plus a 
minimal dose of thiopentone, were also obtained. 
It will be seen that a significant increase of 
amplitude is still present (Table IV) and by com- 
parison with thiopentone alone it is reasonable 
to attribute the increased peristalisis to the 
curare. 

(11) High spinal. In this series a fixed dosage 
of 50 mg. of amylocaine hydrochloride in hyper- 
baric solution (Stovaine, Barker’s formula) was 
given intrathecally at the 2nd lumbar interspace 
with the patient in the lateral position and head- 
down tilt. The patient was then placed supine 
and the moderate Trendelenberg tilt maintained 
for 5 minutes. No vasopressor drugs were given. 
Analgesia to pin-prick was obtained to the 4th 
thoracic segment in more than half the cases, and 
the others varied between the 4th thoracic and 
10th thoracic segment at the upper level of 
analgesia. Two cases were not included in this 
series as the upper level of analgesia reached the 
mandible and the 12th thoracic segment respec- 
tively; in the latter case extradural leakage 
probably occurred. In all cases, even in that 
with analgesia to the 12th thoracic segment, 
there was abolition of the response to the vol- 
sellum, and uterine and tubal distension were 
painless. Case Ila shows the typical finding of 
marked increase of peristaltic waves and a rise 
of pressure when patency was high. High spinal 
produced the most significant increase of ampli- 
tude in relation to the mean of the Ist and 2nd 
tracings (Table IT) and compared with the 
control the increase was still the most significant, 
although not of itself of high level (Table IV). 

The mechanism by which physiological 
severance from the cord should result in 
increased tubal activity is conjectural. Ad- 
mittedly some of the sacral fibres may have 
escaped and the perineum was still sensitive to 
pin-prick in a few cases. The suggestion made 
by Rubin (1947) that spinal analgesia inhibits 
tubal function was not substantiated by these 
observations. 

(12) Low spinal. The same dose of amylo- 
caine hydrochloride was administered in the 
sitting position at the 3rd interspace and the 
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patient kept in this position for 5 minutes. 
Saddle block varied at the upper level from 
lumbar 2 to lumbar 5, judged by analgesia to 
pin-prick, Case 12a illustrates an increase in 
amplitude which was not quite significant with 
the control (Table IV). The tubal activity would 
appear almost unchanged by saddle block. 

The effect on pain sensation is of interest. Of 
15 cases which reacted to the application of the 
volsellum, only 6 exhibited no response after 
saddle block. Ten cases complained of midline 
pain on insufflation above a pressure of 150 mm. 
Hg, and of these the pain was still felt in 4 after 
the administration of the spinal analgesia. The 
critical level for these sensations would appear 
to be about the 12th thoracic segment. 

the interpretation of tracings is open to 
criticism. Some of the Ist and 2nd tracings 
could be condemned as those associated with 
adhesions and strictures, but the 3rd tracing 
under anaesthesia, in the presence of normal 
sounds, revealed that these abnormal conditions 
did not exist. We prefer to interpret these 
tracings as a manifestation of utero-tubal spasm 
in its variety of forms to be discussed later. 


Readings of pressure, amplitude, and frequency 
obtained during insufflation in relation to 
the menstrual cycle 

The cases in the unpremedicated and pre- 
medicated series were divided into 3 groups as 
regards the day of the cycle: up to the 10th day: 
from the llth to the 17th day inclusive: and 
from the 18th day onwards. The mean values 
of pressure, amplitude and frequency of tubal 


Taste V 
wre, amplitude, and frequency in relation to the time of cycle 


11th to 17th day 


Mean values of pres 


0 to 10th day 


Cases 24 
Pressure 1189 
Amplitude 17.2 


Frequency 7.74 


Cases 7 
Pressure 124.5 
Amplitude 21.6 


Freanency 


6.48 


UNPREMEDICATED SERIES 


PREMEDICATED SERIES 
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contractions were analysed in each series for 
each group with the following results (Table V). 

The influence of premedication on pressure, 
amplitude and frequency is once again noted. 
There is virtually no difference in the pressure 
readings for the 2 series in the first 2 groups, but 
premenstrually there is a definite decrease of 
pressure in each series which agrees with 
Dryoff’s assumption (quoted by Rubin, 1947) 
that “ the secretion of the corpus luteum exerts 
an influence over the uterus and tubes, causing 
them to dilate”. This is to be later confirmed 
by a lower incidence premenstrually of utero- 
tubal spasm. The influence of the latter is seen 
in our high average pressure readings. The 
amplitude is highest in each series in the Ist 
group, decreased at the ovulation phase (by 16.9 
per cent in the unpremedicated and by 19.9 per 
cent in the premedicated), and further slightly 
decreased in the premenstrual phase. Frequency 
was maintained well throughout the cycle, being 
maximal during the ovulation phase in the 
unpremedicated series and highest premenstru- 
ally in the premedicated series. Rubin found 
that the patients who were insufflated at the 10th 
to the 16th day required initial higher pressures 
twice as often as the patients in the 2 other 
groups. As with pressure, his method of 
analysis differs from ours again, but he suggests 
that on the basis of our method of analysis a 
maximum amplitude would be expected between 
the 10th and 16th day. As regards frequency 
Rubin found a tendency for an increase at the 
ovulation phase. Although our figures do not 
agree completely with those of Rubin, neither 


18th day and later 


24 12 

116.1 101.0 
14.3 13.0 
8.10 8.06 


95 51 
126.7 108.3 


' 
. 
rvs. 

| 

| 

* 
—-- —— 

4 

17.3 17.1 


EFFECTS OF ANAESTHESIA UPON TUBAL MOTILITY 13 


his figures nor ours could substantiate the state- 
ment by F. J. Browne (1950) that “ apparently 
the tube is most active at the time of ovulation 
and is quiescent in the premenstrual phase ”. 


The incidence of retroversion and its influence 
on pressure 

There was a high incidence of first degree 
retroversion in both groups of primary and 
secondary sterility in the 359 cases tested. This 
observation in the operating theatre, prior to 
insufflation and anaesthesia, agreed very closely 
with the outpatient examination, so that the find- 
ing could be taken as proven. In the cases of 
primary sterility the total incidence of retrover- 
sion was 62.4 per cent (88 cases), and, of these, 
85 cases had a first degree retroversion. In the 
secondary sterility group there was a total 
incidence of retroversion of 48.2 per cent (105 
cases), 90 cases having a first-degree retrover- 
sion. An analysis of the average pressure for 
primary and secondary sterility was made. This 
was found to be slightly higher (9.17 per cent) 
for primary sterility, possibly due to the greater 
incidence of retroversion in this group. How- 
ever, on closer analysis it was found that 
although the average pressure for all cases of 
retroversion was 5.82 per cent higher than for 
cases with an anteverted uterus, retroversion 
was associated with a greater pressure in the 
primary sterility group only, as shown in 
Table VI. 

Taste VI 


Showing the mean pressure of tracings in four groups 
relating to sterility and position of the uterus 


Primary 
sterility 


Secondary 
sterility 


Anteversion 
Retroversion 


104.0 
1300 


Utero-tubal spasm 

Many workers in this field, quoted by Rubin 
(1947), have found utero-tubal spasm in 5 per 
cent of cases of insufflation. Rubin (1947) him- 
self recorded an incidence of 4.18 per cent. 
Unlike these findings, the incidence of utero- 
tubal spasm or initial spasticity was high in our 
series of cases (Table VII). A distinct tendency 
for less spasticity in the 2nd tracing was 
encountered (Table VITT). 


Taste Vil 


Showing the occurrence of initial spastic response in 
Ist, 2nd or both tracings 


Utero-tubal spasm in premedicated series 
Utero-tubal spasm in unpremedicated series 


40.0 


These figures provide evidence that sub- 
cutaneous morphia and atropine | hour before 
insufflation increase the initial tubal tone. In 
Tables VII and VIII, the addition of per- 
centages of incidence in Ist and 2nd tracings 
does not equal the total percentage incidence of 
initial spastic response in each series, for the 
reason that cases with spasm in both tracings 
are counted twice in Table VIII. We took as a 
strict criterion of utero-tubal spasm a sharp 
drop in the pressure with oscillations continuing 
at the new pressure level. This drop in pressure 
varied according to the initial height reached, 
being as much as 100 mm.Hg or more when 
the initial pressure was above 200 mm.Hg. If 
the initial pressure was between 150 and 200, 
or between 100 and 150 mm.Hg, then the 
pressure drop was proportionately less. The 
waves did not rise again to the same level unless 
there was a recurrence of spasm. It was found 
that the initial pressure rise present in some of 
these normal tracings varied from a slightly 
higher wave to nearly complete closure of the 
tubes; indeed, in 16 tracings the initial spastic 
response was sustained for 2 minutes and the 
tracings resembled those of stenosis. At first all 
such high-pressure tracings with no peristalsis 
were thought to be due to tubal disease until it 
became apparent that contractions at a lower 
pressure might occur spontaneously in any of 
the 3 tracings, after a sharp drop. Sometimes 
the drop was more gradual, possibly due to 
adhesions with spasm or due to another mani- 
festation of spasm, but of the same magnitude. 
On suprapubic auscultation this stimulated 


Vill 
Showing the incidence of initial spastic response in Ist 
and 2nd tracings in both series 
Premedicated 
series 


Unpremedicated 


Tracing 


Ist 
2nd 


per cent 
© 
i 
107.5 
{ 
per cent per cent 
a 440 31.7 
34.0 267 


stenosis gave either absent sounds or the typical 
soft hissing sounds of inactive tubes. Had 2nd 
and 3rd tracings not been taken, a diagnosis 
of tubal stenosis or obstruction would have been 
made frequently: for example, one such case 
brought for salpingostomy, because an insufifla- 
tion 5 weeks before had revealed blocked tubes, 
was re-insufflated under spinal analgesia and 
good patency resulted. Laparotomy was thus 
avoided. Of all the cases examined, 70 (19.5 per 
cent) showed evidence of tubal abnormalities. 
Of these, 46 exhibited sustained flat tracings 
above 200 mm.Hg pressure with no release, 39 
of them having been subjected to various forms 
of anaesthesia. A further important series of 7 
cases reacted to insufflation with a stenosis chart 
in the Ist and 2nd tracings and release occurred 
in the 3rd tracing under anaesthesia. Whilst it 
is possible that sometimes a passage may be 
forced by the stretching of a diseased tube, the 
breaking of adhesions, the dislodging of secre- 
tion, or by forcing a passage through the tubal 
wall, it ts also possible that initial spasm may 
be overcome when an anaesthetic is adminis- 
tered (Case 15). 

In all 7 cases of release under anaesthesia 
there was bilateral patency with good sounds. 
Furthermore it is clear from other cases (e.g.. 
Case 18, 2nd tracing) that tubes which have 
given a normal tracing may become spastic 
upon the application of a repeat stimulus and 
that a spastic response may recur after release 
from initial spasm (e.g., Case 18, 2nd tracing, 
also Case 19, 3rd tracing). 

The figures of Table IX show that we 
encountered: (i) a lower total percentage of 
partial and complete tubal obstructions; (ii) a 
very high element of initial spasticity (34.81 per 
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cent) in normal tracings; and (iii) a few cases 
(1.94 per cent) with sustained spasm which was 
released by anaesthesia. The figures for spasm 
quoted by other authors do not indicate whether 
the spasm was initial only, or sustained; how- 
ever, it was probably initial because we find no 
reference to simulated stenosis or sustained 
utero-tubal spasm. One might conclude from 
Table LX that the problem of spasticity has not 
been fully appreciated, and that some cases may 
have been designated complete or partial 
stenosis, whereas they were actually cases of 
utero-tubal spasm. A higher incidence of spasm 
than is usually accepted was suggested by 
Kennedy (quoted by Rubin, 1947). Cases which 
show non-patency at one time, and at a later 
date normal patency, are probably examples of 
utero-tubal spasm. A similar explanation would 
apply to those patients who became gravid in 
spite of a previous tracing showing non-patency. 
There are extravagant therapeutic claims quoted 
by Rubin (1947) for cases with adhesions and 
strictures, e.g., Rubin claims that 31 per cent of 
cases with strictured tubes became pregnant 
after insufflation, as against 26 per cent with 
normal tubal patency. Although we do not 
decry the value of therapeutic insufflation, we 
suggest that these claims are out of proportion, 
that the incidence of utero-tubal spasm is prob- 
ably higher than has been indicated before, and 
that such a state would not prevent cyesis in 
many cases. As the ultimate results of insuffla- 
tion depend upon the thoroughness of the treat- 
ment, we would advocate the intensive method 
as applied to our cases in a single session. 
Routine outpatient insufflation is often carried 
out for too short a time, in fact, since 13.2 per 
cent of the stenosis responses were due to 


IX 


Percentage incidence of patency and spasm in reported series of insufflations 
41.472 insufflations 


of other authors 


Present series, 


Incidence Rubin quoted by Rubin 359 cases 
per cent per cent per cent 
Normal patency 37.81 58 m 78.55 
Non-patency 29.34 w 1.39 
Partial patency 28.66 7 18.10 
Spasm 4.18 5 34.81 with initial 
spasm 


1.94 with sustained 
spasm released by 
anaesthesia 
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made from an unpremedicated patient without anaesthesia 
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Case Ic. Tracings made from a premedicated patient without anaesthesia 


= 


BPS 


PRESSURE M M of MERCURY 


2a. Shows the changes in a 3rd tracing resulting from intravenous morphia 
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PRESSURE M.M.of MERCURY 


ja. Demonstrates changes in the 3rd tracing after intravenous atropine 
similar to the Control. 
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Cast 6b. Demonstrates a 3rd tracing under trilene similar to that obtained with the Control! 


PRESSURE - M MERCURY. 


Shows a jrd tracing under cyclopropane; the changes are similar to 
those in the Control 
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Case Ila. The 3rd tracing under high spinal shows a rise of pressure and increase 
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of amplitude typical of the series. 


Case 8a. Shows the result of a 3rd tracing under nitrous oxide. 


Case 10c. Demonstrates the result of curare on the 3rd tracing. 
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Cast 12a. Shows an increase of amplitude following saddle block. 
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Case 15. Hlustrates release from spasm obtained with nitrous oxide. 


lustrates a simulated stenosis tracing occurring without anaesthesia 
after a normal Ist tracing had been obtained. 
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Case 19. This 3rd tracing under high spinal demonstrates recurrent spastic response 
(flat topped waves at 220 mm.Hg pressure) 


spasticity it would appear that insufflation 
should be continued long enough to make a 
diagnosis. 

Misleading diagnoses in these cases can 
be avoided by repeating the insufflation at 
the same session and if necessary under anaes- 
thesia. The longer procedure is well tolerated as 
carbon dioxide is absorbed quickly. Laparo- 
tomy should not be undertaken before spasm 
has been excluded, neither should the patient be 
dismissed prematurely with a bad prognosis. 
The results of anaesthesia on tubal spasm are of 
interest and the analysis refers to both high and 
low initial spasm. 


The effect of anaesthesia on utero-tubal spasm 


A study of the 3rd tracings shows that spasm 
present in either Ist, 2nd or both tracings may 
persist or be abolished in the 3rd under anaes- 
thesia. In addition, some cases without spasm 
in the Ist or 2nd tracings developed a new 
spastic response in the 3rd. In order to assess 
the tendency for abolition of spasm by the differ- 
ent agents (Table X) the following formula was 
applied.” 

Spasmolytic action= 
100 x f 


The figures close to the control series are prob- 
ably not significant, but it may be inferred that 
a spasmolytic action is present with ether, 
chloroform, trilene, and probably nitrous oxide. 
Morphia, on the other hand, causes greater 
spasticity and this may account for the difference 
between the two control series, spasm being 
more persistent in the premedicated cases. The 
finding is also in conformity with the greater 
contractility found with morphia (Table IV). 
The abolition of sustained spasm has been 
demonstrated by Case 15. For convenience, 
gas and trilene might be a good combination 
for abolition of spasm, although ether is un- 
doubtedly the best. 


Causes of utero-tubal spasm 


(a) Spasm in relation to the menstrual cycle. 
Rubin (1947) writes that “the nearer one 
approaches the next menses the greater as a rule 
is the pressure required to overcome the physio- 
logical resistance of the tubo-uterine junction.” 
Therefore the incidence of spastic response in 
this series was analysed in relation to the stage 
of the cycle. Cases were divided into three 
groups as regards the day of cycle: up to the 
10th day: from the 11th to the 17th day inclu- 
sive: and from the 18th day onwards (Table 
XT). The general tendency is a liability to 
greater initial spasm about the time of ovulation, 
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TaBLe X 
Showing the incidence of utero-tubal spasm in the 3rd tracing and the effect of 
diferent agents 


Agents in order of Cases with spasm in Ist, 2nd or both Cases with new Spasmolytic 

spasmolytic action Abolished in 3rd Persistent in 3rd spasm in 3rd action 

Ether 6 4 0 + 60 

Chloroform 5 3 1 +50 

Trilene 5 7 0 +42 

Nitrous oxide 5 3 3 +25 

Curare 4 4 3 +12 
Cyclopropane 4 6 3 +10 

High spinal 3 10 + 8 

Low spinal 4 10 3 7 
CONTRO! 2 7 3 
; Thiopentone 4 10 6 14 
CONTROL 4 2 +25 

Atropine 4 4 3 +12 

Morphia 1 5 ~ 50 


Taste XI 
The distribution of utero-tubal spasm in relation to the time of cycle 


0 to 10th day 


llth to 17th day 18th day onwards 


Cases with spasm in one or both tracings 
Percentage ous 


Percentage 


UNPREMEDICATED SERIES 


9 a 
37.5 458 33.3 
PREMEDICATED SERIES 
34 53 14 
48.6 58.9 35.0 


/ Cases with spasm in one or both tracings 


Percentage spasm 
in premedicated series 


55.0 90.9 538 545 444 58.3 


i TaBLe XII 
: f The incidence of spasm about the time of ovulation 
| i Percentage spasm 
i in unpremedicated series 666 00 500 00 666 00 1000 666 00 


66.6 58.3 36.4 


and unexpectedly, less spasm premenstrually 
than in the other 2 groups. 

Rather than pointing to the oestrin content 
of the blood as a causative factor, these findings 
suggest that the progestin content of the blood 
is more closely related, for instance, the spasm 
is less likely to arise when the progestin content 
is increasing, and more likely as it falls. For 
completeness the percentage distribution of 
spasm was analysed for each day between the 
10th and 18th days inclusive (Table XID. 

Table XII shows no definitely higher incidence 
around the presumptive ovulation time. The 
highest occurrence of spasticity in the pre- 


medicated group was on the I|1th and 16th days. 
Sharman’s (quoted by Rubin, 1947) tracings 
showed spasm on the 8th and 9th days, and to 
a lesser extent on the 12th and 13th days. One 
can conclude that there is no markedly significant 
correlation between the incidence of spasm and 
the time of the menstrual cycle. 

. (b) Spasm and parity. It will be seen from 
Table XIII that the incidence of spasm in the 
primary and secondary sterility groups was 
higher for both in the premedicated series. In 
the unpremedicated series, spasm was slightly 
more frequent for primary sterility, whereas the 
position was reversed in the premedicated series, 
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Taste 


The percentage incidence of spasm considered in 
relation to parity . 
Spasm in 
premedicated 
series 


Spasm in 
unpremedicated 
series 


per cent 
49.47 
51.41 


“per cent 
43.47 
37.83 


Primary sterility 
Secondary sterility 
Suggesting that there is no correlation between 
parity and initial spasticity. 


(c) Spasm and the position of the uterus. The 
incidence of retroversion in cases of primary 
sterility was 62.41 per cent, and in secondary 
Sterility it was 48.16 per cent. We considered 
that retroversion might be associated with 
spasticity (Table XIV). As in other tables 
spasm is higher in the premedicated series. 
Spasm is also higher for retroversion than for 
anteversion throughout Table XIV. Further, the 
figures for primary sterility are higher than those 
for secondary sterility, except in the case of 
retroversion in premedicated patients. One may 
conclude that spasticity is associated more fre- 
quently with retroversion, and that parity is of no 
significance in this connection. The fact that 
spasm, with anteversion is more frequent in 
primary than in secondary sterility may be ex- 
plained by the occurrence of hypoplasia. There 
is no doubt that the hypoplastic uterus is more 
irritable than normal and as a result carbon 


Taste XIV 


Percentage incidence of spasm and anteversion or 
retroversion in relation to the two categories of 
sterility 


UNPREMEDICATED SERIES 


Primary sterility 
Spasm and anteversion 
Spasm and retroversion 


Secondary sterility 
Spasm and anteversion 
Spasm and retroversion 


PREMEDICATED SERIES 
Primary sterility 
Spasm and anteversion 
Spasm and retroversion 


Secondary sterility : 
Spasm and anteversion 
Spasm and retroversion 


dioxide tends to regurgitate through the cervix 
around the rubber “ acorn ”. 


(d) Spasm and chronic cervicitis (Table XV). 
In the unpremedicated group, spasm is slightly 
more frequent for the normal cervix, whilst the 
position is reversed in the premedicated group. 
It would seem that there is no correlation 
between chronic cervicitis and initial spasticity. 


Taste XV 


Percentage of spastic response in all cases of cervicitis 
and all cases with a normal cervix, in the two series 


1 Spasm in 
premedicated 
series 


Spasm in 
unpremedicated 
series 


per cent 
38.2 


per cent 
38.2 $1.5 
42.3 


Chronic cervicitis 
47.4 


Normal cervix 


(e) Utero-tubal spasm and nervousness. In 
all cases the degree of nervousness was noted at 
the time of recording Ist and 2nd tracings. The 
slightly nervous group included patients who 
were either placid or only slightly apprehensive. 


Taste XVI 
Percentage distribution of excitability in the two series 


Premedication 
20 cases 


per cent 
34 


No premedication 
cases 


per cent 
45 


Slightly nervous 
Moderately nervous 42 45 
Severe nervousness 13 21 


Moderately nervous patients were those who 
reacted quite strongly, were excitable but 
co-operative. The severely nervous group in- 
cluded those cases which required constant 
reassurance to prevent them becoming un- 
co-operative. Total incidence of nervousness 
according to this classification was: 36 per cent, 
slightly nervous; 44 per cent, moderately 
nervous; and 20 per cent, manifesting severe 
nervousness (Table XVI). 

In Table XVII the incidence of utero-tubal 
spasm in the first 2 tricings,is expressed as a 
percentage of the cases in that particular group 
of excitability. 

There is a distinct rise in incidence in the 3 
types of excitability and a clear correlation exists 
between utero-tubal spasm and degree of ner- 
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Percentage of 101 cases slight nervousness 
Percentage of 124 cases moderately nervous 
Percentage of 55 cases severely nervous 


vousness in these patients. The figures were 
also obtained for the premedicated and unpre- 
medicated series separately and the relationship 
was found to be unaltered by premedication. 

In view of the correlation between nervous- 
ness and spasm the effect of excitability on the 
pressure, amplitude and frequency of Ist and 
2nd tracings was next investigated. Little effect 
on the amplitude or frequency of peristalsis was 
noted and the mean pressures of tracings in the 
three categories appear below (Table XVIID. 
Greater tubal tone was encountered therefore in 
the more nervous patients in both series. 


Taste XVIII 
Effect of nervousness on pressure of tracings 


Mean pressures in each 
nervous group 


Ist tracing 2nd tracing 
UNPREMEDICATED SERIES 
Slight nervousness 105 105 
Moderately nervous 130 110 
Severe nervousness 129 125 


PREMEDICATED SERIES 


Slight nervousness 116 116 
Moderate'y nervous 124 125 
Severe nervousness 13 124 


(f) High incidence of spasm. The high 
incidence of initial spasticity in this series may 
be a racial peculiarity, as in animals, for an 
abnormally tight anatomical utero-tubal orifice 
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Taste XVII 


Incidence of spasm in relation to three categories of nervousness 


Taste XIX 


Spasm in Spasm in Spasm 
Ist tracing 2nd tracing in both 
%6 23 20 
42 37 28 
49 37 29 


has been recorded in the Macasus Rhesus and 
to a lesser degree in rabbits. 


The significance of notching on kymographic 
tracings 

Rubin (1947) refers to a small notch that is 
observed during the initial rise of pressure at 
the onset of insufflation. We analysed this in 
our series and made the following deduction. 
“ Notching ” appears to be present in about 
two-thirds of normal tracings, it is less frequent 
with utero-tubal spasm, and even less in cases of 
sustained spasm (Table XIX). 

In 3 cases of complete obstruction it was 
present in 2 cases. In the third case notching 
was absent and, as there was marked regurgi- 
tation of carbon dioxide after removal of the 
cannula, this suggests a blockage at the uterine 
ends of both tubes. We deduce that notching 
suggests ampullary filling. Therefore, notching 
in abnormal tracings attributable to patho- 
logical tubes should be diagnostic of a block 
beyond the ampulla or perhaps in part of it. The 
absence of notching with a sustained high 
pressure of the tracing suggests utero-tubal 
spasm or complete blockage at the uterine ends 
of the tubes. As the latter is relatively infre- 
quent, the absence of notching should be a good 
prognostic sign, and in the majority of cases one 
may expect a repeated insufflation with or with- 
out anaesthesia to produce release of the utero- 
tubal spasm. 


Shows the percentage incidence of notching in the different series 


Sustained spasm 


Initial spasm 
Normal tracing 


Partial stenosis 


per cent 
42.85 


48.27 Unpremedicated series 
51.36 Premedicated series 


68.91 Unpremedicated series 
71.55 Premedicated series 


79.54 
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Release of spasm 


A variety of methods has been suggested for 
the relief of utero-tubal spasm (Rubin, 1947); 
for example repeated insufflation at the same 
session, a repeat insufflation at a favourable time 
of the menstrual cycle, and the use of drugs. 

Until a drug is found and proved to be of con- 
sistent value in these cases, we favour repeat 
insufflation at the same session and, if necessary, 
anaesthesia. From the figures (Table X) ether 
appears to be the most reliable agent and might 
be used for in-patients; however, under most 
circumstances, nitrous oxide and trilene would 
seem to be the next best combination, although 
nitrous oxide alone has the advantage of con- 
venience. 


SUMMARY 


The effects of anaesthesia upon Fallopian 
tubal motility were investigated in a series of 359 
Nigerian women, who presented as cases of 
primary or secondary sterility. Analysis was 
made by comparing the mean of 2 tracings for 
each case with a third tracing made under the 
influence of the anaesthetic being investigated. 
Specific measurements were taken for pressure, 
patency, contractility, amplitude, and frequency, 
in order to obtain the mathematical significance 
of our results. 

Before undertaking the administration of 
drugs, the effects of a 3rd tracing were examined 
in 2 control series, premedicated and unpre- 
unpremedicated. It was found that there was 
a slight change with repeat insufflation in the 
unanaesthetized patients, and comparison was 
made with these series. 

In order to assess the effects of routine pre- 
medication, the pharmacological effect of 
morphia and atropine was observed. Morphia 
produced changes in tubal activity similar to 
that found by other observers, although in- 
creased contractility was the only significant 
finding. It was surprising to find no spasmo- 
lytic action with atropine, peristalsis being 
unaffected. 


Anaesthetic agents 


1. Light ether anaesthesia was found to pro- 
duce a marked reduction of tubal tone with an 


increase of frequency, but had little influence 
upon the magnitude of tubal contractions. 

2. Chloroform somewhat unexpectedly ex- 
exhibited only a small reduction in tubal tone, 
and a doubtful increase in amplitude. 

3. Trichlorethylene (Trilene) lowered the 
tubal tone rather more than chloroform and 
peristalsis remained unchanged. 

4. Nitrous oxide was found to increase the 
amplitude of musculature contractions only. 

5. Light Cyclopropane | 

anaesthesia, and 


6. Thiopentone 


produced no change 
in tubal motility. 


7. d-Tubo-curarine showed a_ stimulating 
effect upon the amplitude of peristalsis. In some 
cases there was a transient inhibition of tubal 
tone. 


8. It was of interest to find that high spinal 
analgesia resulted in an increase of the ampli- 
tude of peristalsis, which was the most signifi- 
cant of any of the agents tested. 


9. Low spinal analgesia resulted in a doubtful 
increase of amplitude. 


Further observations 


(a) Tubal activity was analysed in relation 
to the menstrual cycle and the magnitude of 
contractions and pressure was found to be 
decreased premenstrually. 


(b) In primary sterility, retroversion was 
associated with a greater tubal tonicity. 


Utero-tubal spasm. A very high incidence 
of initial spasticity was encountered in these 
patients. This has been discussed at length, 
and a case has been presented for repeat 
insufflation at the same session for the treatment 
of the syndrome of simulated stenosis. Utero- 
tubal spasm tended to be abolished by ether, 
chloroform and trichlorethylene, whilst with 
morphia there was a liability to increased 
spasticity. In a review of the causes of utero- 
tubal spasm, it was found to be correlated with 
nervousness and retroversion. Spastic response 
was less in evidence premenstrually, and no 
correlation was found with parity and chronic 
cervicitis. 
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The significance of notching in kymographic 
tracings is discussed relative to prognosis. 

Finally, suggestions for the treatment of sus- 
tained utero-tubal spasm have been presented. 


We wish to thank F. V. Atkinson, M.A., 
D.Phil.(Oxon), Professor of Mathematics, for his 
help with the statistics, and R. W. Wright, 
Ph.D., B.Sc., Lecturer in Physics, both of 
University College, Ibadan. Also Sisters A. 
Cahen and V. Gunton, without whose invalu- 
able co-operation this investigation would not 


have been possible. Likewise we are indebted 
to A. Paterson, A.I.M.L.T., and E. V. Willmott, 
F.LB.P., F.R.P.S., for the photographs. 
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INTRODUCTION 


In the early part of this century it was believed 
that nephritis was a common sequel to pre- 
eclampsia and eclampsia. However, Theobald, 
in 1933, pointed out that the mortality from 
chronic nephritis was of the same order in both 
married and single women and that the incidence 
in women paralleled that in men. His analysis 
of the Registrar-General’s Report showed that 
pregnancy and childbirth could have but little 
causal association with chronic nephritis and 
that pre-eclampsia and eclampsia were uncom- 
mon precursors of chronic nephritis. Herrick 
and Tillman, 2 years later, showed that the 
majority of cases of post-toxaemic hypertension 
and albuminuria were the result of essential 
hypertension and only rarely of chronic 
nephritis. Kellar (1939) produced additional 
pathological evidence supporting this belief. 

It is now clear that chronic nephritis is a rare 
complication of pregnancy. Dodds and Browne 
(1940) made a follow-up study of 17 patients 
suffering from chronic nephritis in 21 preg- 
nancies. These women were seen during a 
14-year period and the incidence of chronic 
nephritis at University College Hospital during 
this time was 1: 1,100 deliveries (0.09 per 
cent). Wellen (1940) analysed 242 consecutive 
toxaemic pregnancies and found 4 cases of 
chronic nephritis, an incidence of 1.47 per cent 
of all toxaemic admissions. Dillon and Schmitz 
(1947) analysed the cases of toxaemia of preg- 
nancy occurring during a 14-year period in their 
hospital; during this time there were 28,263 
deliveries and only 12 of these cases had chronic 
nephritis, an incidence of 0.04 per cent. 


MATERIAL AND METHODS 


It is not always easy to make the diagnosis of 
chronic nephritis complicating pregnancy, and 
often impossible if the patient is seen for the first 
time late in pregnancy. In such cases the 
diagnosis can often only be established in retro- 
spect after a follow-up period of several years. 
In this paper the cases of nephritis complicating 
pregnancy admitted to the Simpson Maternity 
Pavilion during the 10-year period 1940-1949 
are reviewed. 

For the purpose of this survey it was decided 
to include only those cases which showed a per- 
sistent albuminuria before the 20th week of 
gestation. Four additional patients who gave a 
definite history of a previous attack of acute 
nephritis were first seen between the 23rd and 
34th weeks of gestation when each presented 
signs of moderate hypertension, albuminuria, 
impaired renal function and the presence in the 
urine of granular casts. In these 4 cases 
albuminuria and hypertension persisted in the 
18-month follow-up period. Hence we feel that 
the diagnosis of chronic nephritis was correct, 
and these cases have been included in the series. 
Each case has been studied from two aspects: 
first the character and outcome of the pregnancy, 
with special regard to the maternal and foetal 
risks; and secondly each woman’s subsequent 
course, assessed during a follow-up study per- 
formed in. 1950, and covering a period of 1-11 
years (average 5 years) after delivery. 

Antenatal cards and in-patient case notes of 
all 71 patients classified in the hospital records 
as having nephritis were carefully scrutinized 
and 52 cases which did not fulfil our criteria for 
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the diagnosis of nephritis were discarded. Of 
the remaining 19 cases one had acute nephritis 
during her pregnancy, thus leaving 18 cases of 
chronic nephritis. Each one of the 19 cases was 
traced, either by direct contact or by invoking 
the aid of their private doctor, their erstwhile 
neighbours and the Registrar-General for 
Scotland. 

The present state of the patient was assessed 
by various clinical tests and by the replies to 
standard questions. The history was verified and 
elaborated, the blood-pressure was recorded and 
the retina examined. The urine (catheter 
specimen) was examined for the presence of 
albumin and casts. The patients were questioned 
as to the presence and frequency of headaches, 
breathlessness, dizzy turns, nocturia and as to 
their working capacity—-whether they did their 
own housework, washing, cooking, whether they 
looked after their children (if any) unaided, 
whether they could enjoy going out in the 
evenings or whether they felt tired and listless. 
Finally, they were asked if they considered that 
they were as fit as their neighbours and friends. 


RESULTS 

Acute Nephritis 

One case of acute nephritis occurred. This 
patient was a primigravida of 27 who gave a 
history of catching a chill in an air-raid shelter 
when she was 22 weeks pregnant. She was 
admitted to hospital 2 weeks later with the 
classical features of acute nephritis. She aborted 
spontaneously at the 27th week of gestation. She 
was not seen again at the hospital and no further 
information was obtained from her doctor. She 
died of chronic nephritis 9 years later. This case 
underlines the rarity of acute nephritis during 
pregnancy, being the sole example encountered 
among 39,407 admissions. 

Thus the incidence of acute nephritis was 
1 : 39,407 admissions and | : 4,967 of the cases 
of hypertensive toxaemia admitted to this 
hospital (0.02 per cent). 


Chronic Nephritis 

1. General data. Eighteeen proved cases of 
chronic nephritis occurred during the 10-year 
period, an incidence of 1:2,189 admissions 
(0.0457 per cent) and 1:276 of the cases of 
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The general data pertaining to 18 cases of chronic 
nephritis in pregnancy. Average age 28. 
Range 17-40 years 
Data of cases Number of cases 


History of previous acute 
nephritis 6 
(Preceding the pregnancy 
by an average of 5 
years—range 2-8) 
Frequent tonsilitis and/or 


scarlet fever 7 
’ _ { Primiparae 10 
Parity | Multiparae 8 


(3 para-1; 2 para-2; 
1 para-3; 2 para-4) 


hypertensive toxaemia admitted to hospital 
(0.363 per cent). Table I summarizes the general 
findings in these cases. It is worth while noting 
that all the multiparae had had one or more 
toxaemic pregnancies, 5 of the cases being 
previously diagnosed as “ pre-eclampsia” and 
3 as “ albuminuria, probably chronic nephritis ”. 


2. Clinical findings. During pregnancy all 
patients were admitted to hospital for assess- 
ment as soon as albuminuria was discovered. 
The majority of patients were observed for 7-10 
days and the pregnancy was allowed to continue 
under close supervision in those patients whose 
condition did not deteriorate during the observa- 
tion period. The abnormal clinical findings in 
these cases have been summarized in Table II. 
These abnormalities were not necessarily con- 
tinuously present. 


3. Method of delivery. The method and time 
of delivery depended entirely on the condition of 
the patient, and are summarized in Table III. 


TaBLe Il 


Clinical findings during pregnancy in 18 cases 
of chronic nephritis 


Clinical findings No. of cases percent 


Albuminuria 18 100 
B.P.>140 90 18 100 
Oedema 9 50 

Present 44.5 
Casts Absent 2 11 

' Not looked for 8 44.5 
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Taste Ll 
The mode of delivery and the duration of pregnancy 
at termination in 18 cases of chronic nephritis 


Duration of 
pregnancy in weeks 


No. of per 
cases cent 


Mode 
of delivery 


Abortion: 16.6 
Spontaneous 1 20 
Induced 2 19 & 20 


Hysterotomy and 
sterilization 6 

Caesarean section 6 

Spontaneous 3 


33.3 
33.3 
16.6 


13: 16:20:22:27(2) 
30: 31:32:34: 36(2) 
32: 40(2) 


The condition of the mother deteriorated in 16 
cases, necessitating premature termination of the 
pregnancy in 14. Nine of these pregnancies were 
terminated before the 28th week of gestation, 
and the 7 remaining cases developed super- 
imposed pre-eclampsia, signified by a rapidly 
increasing albuminuria, a rise in diastolic 
pressure of at least 20 mm. mercury, and oedema. 
Two patients only showed no deterioration 
during pregnancy. 


4. The foetus. The outlook for the foetus in 
cases of chronic nephritis in pregnancy is poor. 
In 9 cases (SO per cent) the pregnancy was ter- 
minated before the child was viable and 5 of 
these mothers have since died. In the 9 babies 
born after the 28th week only 5 survived, the 
other 4 who were delivered alive died from 
prematurity (1 spontaneous delivery at 32 weeks, 
3 Caesarean sections at 30, 31 and 34 weeks). 
There were thus 5 survivors from 18 pregnancies, 
making the total foetal loss in nephritic preg- 
nancies 72.3 per cent, or 47.4 per cent of the 
viable births. 

There were no maternal deaths. 


5. Present maternal condition. Of these 18 
patients with chronic nephritis 12 are alive and 
6 (33.3 per cent) are dead. All the deaths were 
due directly or indirectly to chronic nephritis. 
The remote maternal prognosis is poorer if her 
condition is such that the pregnancy has to be 
terminated before the 28th week and, of the 
mothers who died, only one had given birth to a 
viable child (who died 2 days later). Three of 
the patients died within 6 months of the termina- 
tion of the pregnancy. The remaining 3 survived 
24, 6, and 7 years respectively. 
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The present state of the 12 patients who are 
alive was assessed under several headings. Table 
IV shows the incidence of albuminuria, hyper- 
tension, and casts, and it is interesting to com- 
pare this with Table II. In addition to these 
findings, nocturia was present in 75 per cent and 
ophthalmoscopic examination revealed the pres- 
ence of arteriolar narrowing in 66.6 per cent of 
cases. Only 25 per cent of the patients com- 
plained of excess fatigue. All the living patients 
had 2 or more objective pathological findings, 
but in spite of this they were living normal 
lives and were little inconvenienced by their 
symptoms. 


Taste IV 


Clinical findings at follow-up in 12 surviving 
cases of chronic nephritis 


Number of cases 
Present Absent 


Clinical 
findings 


Albuminuria 9 3 
B.P.> 140/90 7 5 
Casts 6 6 


Three patients became pregnant again shortly 
after they had been seen at the follow-up clinic 
and these pregnancies were closely supervised. 
Each patient was admitted for assessment before 
the 20th week of gestation and the pregnancies 
were allowed to continue as the renal function 
tests were satisfactory. They visited the ante- 
natal clinic fortnightly in the early weeks and 
weekly after the 20th week of gestation and were 
readmitted for bed rest when their condition 
showed any sign of deterioration. 


Mrs. E. A., who had not shown any deterioration 
during her previous pregnancy, had long spells in 
hospital during her second pregnancy. She developed 
superimposed pre-eclampsia at 38 weeks, went into 
labour fo'lowing a ‘surgical induction and delivered 
herself spontaneously of a living child. 


Mrs. M. F. lost her first child (Caesarean section for 
superimposed pre-eclampsia at 31 weeks) and was kept 
in bed in hospital from the 28th week during her 
second pregnancy. She developed superimposed pre- 
eclampsia ‘at 36 weeks and was delivered of a living 
child by Caesarean section. 


Mrs. E. P. lost her first baby after Caesarean section 
at 30 weeks for superimposed pre-eclampsia. Her 
second pregnancy was uneventful and albuminuria was 
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only present during the first trimester. She was 
delivered by Caesarean section (in view of her history 
and the presence of a contracted pelvis) at term of a 
living child 


All 3 of these patients left hospital with healthy 
babies. 


DISCUSSION 


It is worth while comparing our data with that 
obtained by Dodds and Browne, as their series 
compared closely with the present series in the 
number of cases and incidence of chronic 
nephritis. The same criteria for diagnosis were 
employed. Dodds and Browne stressed the im- 
portance of a comparatively low blood-pressure 
in differentiating cases of nephritis from those of 
essential hypertension, as when the latter develop 
albuminuria the blood-pressure is invariably 
considerably raised. We also found low initial 
pressures in cases of nephritis, but high pressures 
were attained in those cases which developed 
superimposed pre-eclampsia. The course of the 
pregnancy varied somewhat in the two series, 
Dodds and Browne finding that only 47 per cent 
of cases deteriorated during pregnancy, com- 
paged with our 89 per cent. Nine of their 
patients continued throughout pregnancy with- 
out deterioration, and their foetal prognosis was 
consequently better than in the present series. 
They achieved 13 live babies in 21 pregnancies, 
i.e. 62 per cent survival rate and total foetal loss 
of 38 per cent, compared with our 72 per cent. 
The death rate at the time of the follow-up in 
Dodds and Browne's, and in the present series, 
was identical—33.3 per cent. Dodds and 
Browne state that the condition of 47 per cent of 
their living cases had deteriorated. This factor 
we find difficult to assess as, although all our 
patients had two or more symptoms or signs of 
nephritis, 9 cases (75 per cent) were able to con- 
tinue with their ordinary lives with minimal 
inconvenience. Three cases (25 per cent) have 
deteriorated markedly, both subjectively and 
objectively; their blood-pressures have increased, 
albuminuria is heavy, and a marked degree of 
retinopathy is present. 

To summarize, pregnant patients admitted to 
this hospital with chronic nephritis have only a 
50 per cent chance of producing a viable child. 
Of these live births only 53 per cent survive. 
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The total foetal loss rate is 72.3 per cent. The 
maternal condition is likely to deteriorate in 89 
per cent of cases during the pregnancy and 77.7 
per cent of patients producing viable children 
developed superimposed pre-eclampsia. The 
high mortality rate in these nephritis patients 
within a few years of pregnancy (one-third of 
patients are dead 5 years later) suggests that the 
latter may have shortened their expectation of 
life, especially if rapid deterioration occurred 
before the 28th week of gestation. This supposi- 
tion must remain unproved in the absence of 
comparable figures for nephritic women in 
whom pregnancy had not occurred. This survey 
emphasizes the fact that chronic nephritis is a 
very rare complication of pregnancy, consider- 
ably less common, for example, than hydatidi- 
form mole and ruptured uterus (Table V). 


Taste V 
Incidence of toxaemias and rare complications of 
pregnancy in 39,407 admissions during the 10 years 
1940-1949 in the Simpson Memorial Maternity 


Pavilion 
7 Incidence of 
Disease total admissions 
Hypertensive toxaemia 4,947 
Acute nephritis . 1 
Chronic nephritis id 18 
Hydatidiform mole .. 41 
Ruptured uterus ci 24 


SUMMARY 


1. The cases of acute and chronic nephritis 
complicating pregnancy in a 10-year period at 
the Simpson Memorial Maternity Hospital have 
been reviewed. One case of acute nephritis and 
18 cases of chronic nephritis occurred. 


2. The course of pregnancy and the foetal 
prognosis have been discussed. In the cases 
of chronic nephritis the maternal condition 
deteriorated in 89 per cent during pregnancy and 
the total foetal loss was 72.3 per cent. 


3. A follow-up study was undertaken. This 
study revealed the fact that 33.3 per cent of the 
patients later died from chronic nephritis. Of 


the surviving patients, 75 per cent were 
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apparently well, 25 per cent had deteriorated 
markedly. 


4. The immediate and long-term risks of preg- 
nancy to the patient with chronic nephritis are 
discussed. 


This survey was undertaken at the request of 
Professor R. J. Kellar. I wish to thank Dr. 


Douglas Matthew for putting the hospital 
records at my disposal. 
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TREATMENT OF ECLAMPSIA 
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Senior Registrar 
AND 


Haro_p Burton, M.A., F.R.C.S.E., M.R.C.O.G. 
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INTRODUCTION 


IN the absence of a full knowledge of the 
aetiology of eclampsia, no apologies are made 
for recommending a treatment that is not specific 
but relieves the symptoms. Since the prognosis 
for the mother and child in eclampsia varies 
inversely with the number and severity of the 
tits, one of the main objects of symptomatic treat- 
ment must be to find a reliable anticonvulsant 
which at the same time does not prejudice the 
life of mother or child. In 1947 Dewar and 
Morris claimed that avertin fulfilled the above 
requirements. They published a series of 44 
cases of eclampsia in which the fits were con- 
trolled successfully by avertin. The object of 
their treatment is to maintain a low level basal 
narcotic dosage of avertin while the danger of 
further fits remains. The other basal narcotics 

paraldehyde and pentothal—may be used in 
a similar way, but, as will be shown later, avertin 
is at least as effective and, in addition, has certain 
advantages that the others do not share. We 
have been so impressed by the improvement in 
our results in eclampsia since introducing avertin 
that we are including in this publication a series 
of cases that we have treated. 


TREATMENT OF ECLAMPSIA 
It is a time-honoured custom to deal with this 
subject under 2 headings: (1) treatment of the 
fits and (2) obstetrical treatment—and we pro- 
pose to follow this example. 


City General Hospital, Stoke-on-Trent 
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Treatment of the fits. 


In the years preceding 1947 all the well-known 
analgesic and hypnotic drugs had been used in 
this hospital in an effort to control the fits, but 
with only limited success. Even morphia was 
found to be a poor anticonvulsant. In the 
severer cases of eclampsia, when the fits were 
otherwise uncontrollable, chloroform anaesthesia 
had frequently to be used. Similarly, drugs 
used to lower the blood-pressure, e.g. veratrone, 
or to decrease intracranial pressure, e.g. mag- 
nesium sulphate, did not prevent the recurrence 
of fits. It was because of the unsatisfactory 
results obtained with these drugs, that the idea 
of using a basal narcotic—rectal avertin—to 
maintain a low-grade basal anaesthesia appealed 
to us. The avertin treatment we have adopted 
was originally described by Dewar and Morris 
in 1947. 

As regards the administration of avertin, we 
have closely followed the original technique of 
Dewar and Morris. The dosage of avertin mid- 
way between the obstetric twilight sleep and 
basal anaesthetic dosage we have found adequate 
in our cases. The average woman, estimated as 
10 stones (63 kg.) in weight, therefore receives 
5.5 ml. avertin in a 2} per cent solution—a 
dosage that we seldom exceed even in heavier 
women. The flying squad ambulance is sent out 
to collect all cases of eclampsia occurring on the 
district, unless the patient’s own doctor has 
already dispatched her to hospital. The house 
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surgeon prepares the avertin in the dispensary as 
soon as the flying squad call is received, and 
takes the freshly prepared solution with him in 
the ambulance. We think that the importance of 
giving avertin before transferring the patient to 
the ambulance cannot be over-emphasized. No 
more certain method of stimulating fits than an 
ambulance journey can possibly be imagined. 
Since the number of fits adversely alters the 
prognosis, the avoidance of the possibility of 
these extra fits is essential. 

A nurse remains in constant attendance until 
the avertin treatment is discontinued. She 
reports to the doctor any restlessness or any 
other change in the patient’s condition. In the 
nursing care it is unnecessary to avoid bright 
lights and noise, and, in fact, all treatment can 
be carried out without the fear of stimulating fits. 

The other basal narcotics have been used as 
anticonvulsants in eclampsia. Before 1947, F. J. 
Browne and others were using rectal paraldehyde 
in repeated doses in eclampsia. More recently, 
in 1950, O’Donel Browne has advocated the use 
of intravenous pentothal. The relative merits of 
the basal narcotics—avertin, paraldehyde, and 
pentothal—will be discussed later. 

The other medical measures adopted by us in 
the treatment of eclampsia are the outcome of 
our limited knowledge of the aetiology of 
eclampsia. Their effectiveness would be difficult 
to prove, for they do not show results as 
dramatic as avertin. 


(1) Intravenous hypertonic dextrose. We 
agree with O’Donel Browne’s use of hypertonic 
dextrose intravenously, but we favour the use of 
intermittent small (20 ml.) injections of 50 per 
cent dextrose rather than a continuous, less 
concentrated drip, believing that dehydration is 
an essential factor in the treatment. Hypertonic 
dextrose is recommended because it reduces 
intracranial tension, minimizes protein cata- 
bolism, lessens oedema, is easily synthetized to 
glycogen in the liver, and is a diuretic. It is at 
least as valuable as concentrated magnesium 
sulphate and is considerably less dangerous. 


(2) 10 ml. of 10 per cent calcium gluconate is 
given intravenously daily to protect the liver. 


(3) Fluid intake and output. The conscious 
patient is encouraged to drink up to a maximum 
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of 30 ounces (750 ml.) in 24 hours. In addition, 
she receives 220 ml. of water with each rectal 
instillation of avertin. Parenteral fluids are 
minimal, consisting of the small injections of 
dextrose and calcium gluconate mentioned 
above. Urinary output is gauged as accurately 
as possible, but is difficult to estimate when the 
patient is incontinent. In our opinion the risk 
of urinary infection outweighs the advantages of 
an indwelling catheter. This objection would, 
of course, be over-ruled if oliguria or haema- 
turia made an exact estimation of urinary output 
imperative. 


(4) Ganglion-blocking drugs and _ spinal 
anaesthesia. It is possible that ganglion- 
blocking drugs may have a place in the treat- 
ment of eclampsia. Since the hypertension of 
eclampsia is usually of short duration and is 
largely due to vascular spasm, it should be more 
responsive to these drugs than hypertension 
associated with organic changes in the blood- 
vessels. It would seem reasonable, therefore, to 
expect a considerable lowering of blood-pressure 
following their use. Against this must be 
weighed the known danger of producing a severe 
degree of hypotension by causing vasodilatation 
of the huge vascular network of the uterus. 


In our series of cases, which will be reviewed 
later, hexamethonium bromide was given to one 
patient, who was unconscious from the effects of 
a cerebral haemorrhage. Avertin was thought to 
be contra-indicated because there was a risk that 
it might deepen the coma. This woman was 
given avertin on the district when she was still 
unconscious following a very severe fit. She 
was not noted to have a hemiplegia till later. It 
is almost certain that the severe fit caused the 
cerebral haemorrhage, because she had no more 
convulsions. The dosage of hexamethonium 
bromide given was 25 mg. intramuscularly 
statim, and thereafter 50 mg. 6-hourly. In 10 
hours the blood-pressure fell from 200/110 to 
170/90 mm. of mercury, When full dilatation of 
the cervix was reached a live child was delivered 
with forceps without the need for an anaesthetic. 
She recovered, but she has been left with some 
residual palsy of arm and leg. 

Spinal anaesthesia can also be used to lower 
the blood-pressure in eclampsia. Much research 
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is being carried out on this subject at the moment, 
but it is not thought that lowering of blood- 
pressure is the complete answer to the prevention 
of eclampsia. In any case avertin per se lowers 
the systolic blood-pressure up to 50 mm. of 
mercury in eclampsia. 

Obstetric Treatment. 

This is made much simpler by the use of 
avertin. In antepartum cases a vaginal examina- 
tion is carried out as soon as the avertin has 
taken effect. If the cervix is * ripe’ and the lie 
longitudinal, the membranes are ruptured. If the 
cervix is ‘unripe’ and the foetus is alive, 
Caesarean section has usually been performed. 
In view of the remarkable rapidity with which a 
patient suffering from eclampsia recovers when 
delivered, early termination of pregnancy, even 
in the apparently mild case, seems desirable. 


REVIEW OF CASES 

As a means of showing how effective avertin 
is in eclampsia, the results obtained when the 
above treatment was used in a series of 36 cases 
are summarized below. All the cases of 
eclampsia which have been treated in this 
hospital since the beginning of December 1947 
are included. In this group there were no 
maternal deaths and the foetal mortality rate was 
28.95 per cent. 

One case of “eclampsia without fits” or 
“ eclampsism ™ has been excluded from the series 
because it did not satisfy the two criteria essential 
for inclusion: (1) occurrence of fits and (2) 
treatment with avertin. In other ways, however, 
its resemblance to eclampsia was so striking that 
further mention of this case must be made. The 
clinical and pathological findings were as 
follows: 

S F.. a gravida-6, aged 40 years, was admitted to this 
hospital on 18th August, 1950, as an antepartum 
haemorrhage. She was bearing down strongly when 
admitted and 20 minutes later delivered herself of a 
live child The placenta showed no sign of accidental 
haemorrhage nor placenta praevia. Immediately after 
delivery the blood-pressure was 220/120 and a catheter 
specimen of urine contained a trace of albumen. She 
was feeling very tired and drowsy but had no other 
complaints. No sedative drug was given, because as 
soon as she was put in bed in the lying-in ward she 
fe'l asleep. Five hours later, she awakened and com- 
plained of severe headache. Unconsciousness and 
death followed so quickly that no treatment could be 
instituted At postmortem examination massive 
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cerebral haemorrhages and a typical eclamptic liver 


were found. There was slight hypertrophy of the left 
ventricle of the heart but no evidence of degenerative 
changes in the blood-vessels. 


It may be suggested that this was not a case 
of eclampsia but of cerebral haemorrhage in a 
hypertensive pre-eclamptic woman. While this 
is a possibility, it is unusual to find such massive 
cerebral haemorrhages in essential hypertension, 
but relatively common in the fatal cases of 
eclampsia. 

As a series for comparison the previous 36 
cases of eclampsia occurring in this hospital and 
treated by a modified Stroganoff method are 
quoted. These cases occurred in the 4 years 
preceding December 1947. There were 6 
maternal deaths in this series, giving a mortality 
rate of 16.66 per cent. The foetal mortality rate 
was 39 per cent. 

The above brief comparison of the two series 
will suffice to show the improvement. It is not 
our intention to compare the two series more 
critically, but rather to examine the avertin one 
more carefully and to assess its value in that way. 
Except where otherwise mentioned in the text, 
the patients received the above treatment without 
modification. 

The absence of a maternal death is the most 
outstanding achievement. Further mention of 
this will be made in the general discussion. 

The foetal mortality rate of 28.95 per cent, 
although less than the previous series, is still 
rather high. It is similar to Dewar and Morris's 
(1947) figure—30.5 per cent. Avertin, however, 
cannot be blamed for this high rate because, in 
those cases in which the baby was alive before 
the administration of avertin, the prognosis for 
the foetus was excellent. When death occurred 
during avertin treatment, other causes—dystocia 
and marked prematurity—appeared to be 
responsible. Dystocia certainly contributed to 
foetal death in 4 cases—a difficult mid-forceps 
delivery, a breech extraction, an impacted 
shoulders, a difficult delivery of the after- 
coming head through an incompletely dilated 
cervix. If dystocia had been foreseen in these 
cases and Caesarean section performed, the 
foetal mortality rate would have been relatively 
low. 

In 93.2 per cent of Dewar and Morris’s cases 
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there were no further fits after the administration 
of avertin. Our results are not nearly so satis- 
factory. Fits recurred in 25 per cent of our cases, 
but this was chiefly due to inadequate dosage 
in our earlier cases, and failure to realize that 
avertin can be repeated after 3 hours in its full 
dosage if the patient’s restlessness warrants this. 
During the painful contractions of the end of 
the first stage of labour restlessness is very 
marked. Avertin should not be withheld in such 
cases, provided there are no moist sounds in the 
chest and the previous dosage was given at least 
3 hours before. No great difficulty has been 
experienced in resuscitating the baby, even when 
born only | hour after the last administration of 
avertin. In one extremely severe case of ante- 
partum eclampsia 6 doses of avertin were given 
during the space of 30 hours. 

One objection may be raised to the avertin 
treatment of eclampsia and that is the number 
of spontaneous deliveries is reduced. This is 
possibly true, because there is no doubt that the 
patient’s co-operative powers and bearing down 
efforts are decreased by her drowsiness. In spite 
of this, the 9 multigravidae in the series, who 
were antepartum or intrapartum eclampsias, all 
had normal deliveries. The primigravida, on 
the other hand, was not allowed to have a normal 
delivery, unless the foetus was very premature 
and therefore small. This being so, only 3 of the 
19 primigravidae, who Were antepartum and 
intrapartum eclampsias, had normal deliveries. 
Of the other 16 primigravidae, 3 were assisted 
breech deliveries, 8 were low-forceps extractions, 
1 was a mid-forceps extraction, and 4 were 
delivered by Caesarean section. The 8 post- 
partum eclampsias, 5 of which were primiparae 
and 3 multiparae, are excluded because avertin 
was not administered before delivery. While it 
is admitted that the rate of operative interference 
is high, it is surely the aim of all treatments of 
eclampsia to save the patient from the stress and 
strain of the 2nd stage of labour. 


DISCUSSION 


We consider the main causes of death in 
eclampsia to be cerebral haemorrhage, respira- 
tory complications, and cardiac failure. Since 
the fits, directly or indirectly, are responsible for 
these main causes, there seems every justification 

c 


for directing our main efforts in treatment to 
the control of the fits. We think that death from 
cholaemia and cortical necrosis of kidneys is 
comparatively rare. This contention seems to be 
borne out by the very low maternal mortality 
(1.66 per cent) in three series, comprising 120 
cases treated by avertin. (Dewar and Morris 
had 2 deaths in 44 cases and Kellar no deaths in 
40.) 

In severe cases of acute pre-eclampsia, we use 
avertin in exactly the same way as for the estab- 
lished case of eclampsia. We have formed the 
impression that, by so doing, the incidence of 
eclampsia has been reduced. 

As regards the anticonvulsant powers of the 
three well-known basal narcotics in eclampsia, 
comparative series have not been done by us, 
but enough experimental evidence is available 
to permit some assessment of their relative 
merits. For the purpose of comparison, dosage 
is estimated in terms of basal narcosis, and the 
rectal route of administration is used through- 
out. Because the anaesthetic and anticon- 
vulsant actions are closely linked, a slight 
digression into the realm of anaesthesia must 
first be made. 

The anaesthetic action of the basal narcotics 
has been studied by Macintosh and Pratt (1940), 
and in addition, they have done comparative 
series. They have found that there is no signi- 
ficant difference in the time taken to produce 
unconsciousness with all three, but there is dis- 
similarity in the depths of depression produced 
and in the duration of activity. These facts are 
well illustrated in a chart that they have pre- 
pared and this is reproduced below (Fig. 1). 


Fic. 1 
(a) Pentothal, (5) Avertin, (c) Paraldehyde 
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To those, like ourselves, whose experience in 
the use of the basal narcotics is more or less 
limited to eclampsia, these results come as a 
surprise. We had imagined that the basal 
narcotics controlled the fits by the depressive 
effect of a general anaesthetic on the motor cor- 
tex, but it 1s impossible to reconcile this con- 
ception with the known action of paraldehyde 
and avertin in eclampsia. Paraldehyde, which 
produces a deeper and more prolonged anaes- 
thesia, has proved disappointing as an ant- 
convulsant in eclampsia. F. !' Browne (1951) 
states that it did not always cc, trol the fits, 
whereas he has found recently tha >vertin is a 
much more reliable anticonvulsant. ‘n defence 
of paraldehyde, it may be suggesteu that the 
dosage used was inadequate. Six dr. of 
paraldehyde was the amount used, which 1s 
three-quarters of the basal anaesthetic dosage 
as compared with seven-eighths of avertin 
(Dewar and Morris). If, however, anaesthesia 
is the factor which controls the fits, a slight 
reduction in the dosage of the more powerful 
paraldehyde should tend to equalize its action 
with that of the weaker avertin. In order to 
explain this inequality in their effectiveness, 
some other factor in avertin, which depresses 
the cerebral motor cortex, must be postulated. 
Further mention of this hypothetical factor will 
be deferred until later when the toxic properties 
of the basal narcotics are discussed. 

As regards pentothal, it will be seen to have 
a weaker and shorter anaesthetic action than 
avertin. The only case of eclampsia in which 
we have known it to be used was One in our own 
series, and it was used because the supply of 
avertin ran out. Although | case is insufficient 
evidence from which to draw conclusions, 
mention is made of it because it helps to confirm 
what might be expected. It was given twice in 
basal anaesthetic dosage (2 g.) to the same 
patient, when she was in early labour, and on 
both occasions fits occurred 2 hours later. At 
this stage a supply of avertin became available 
and the usual dose was administered. Although 
she was in strong labour, no further fits oc- 
curred, and she was delivered with forceps 34 
hours later. The above experiment does not 
indicate that pentothal is a poor anticonvulsant 
but that its pharmacological action is shorter 
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than that of avertin. Since the rate of absorp- 
tion from the rectal mucous membrane is not 
known accurately, a rapidly acting drug, like 
pentothal, would tend to be uncontrollable, and, 
in any case, frequent rectal instillations would 
be impracticable. In the pentothal group, how- 
ever, there are other barbiturates, e.g., nembutal 
and sodium amytal, with a much more pro- 
longed action. Theoretically, these should 
closely rival avertin in eclampsia, because it 
appears that the same factor which depresses 
the cerebral motor cortex operates with the bar- 
biturates too, but w no experimental 
knowledge of their actioi 

Recently O’Donel Browne (1950) has shown 
that a continuous intravenous drip of pentothal 
gets over the difficulty of its shorter action, and 
is more controllable. He reports 18 cases treated 
in this way, in which there was only | death. 
giving a maternal mortality of 5.5 per cent. His 
method of treatment seems very sound and no 
serious objection to it can be raised, but it 
seems to have certain disadvantages that avertin 
does not share: 

(1) It would be difficult to administer on the 

district. 

(2) Overdosage, except in 
would be easy. 

(3) It requires a doctor in constant attend- 
ance—a medical service difficult to pro- 
vide in most hospitals. 

Because of the toxicity of the basal narcotics, 
many objections to their use in eclampsia can 
be raised. Paraldehyde is the exception for it 
is non-toxic and is excreted unchanged in the 
lungs.. Avertin and pentothal, on the other 
hand, are detoxicated by the liver and excreted 
by the kidneys. This being so, it is important to 
decide whether the generally accepted view, that 
both are contra-indicated in liver and kidney 
disease, and therefore, in eclampsia, is correct. 

The action of avertin on the liver has been 
summarized by Goodman and Gilman (1940). 
They state that basal anaesthetic dosage has 
little serious effect on the normal liver, but large 
doses in normal persons, and small amounts in 
patients with liver disease, may possibly cause 
hepatic damage. Most of the evidence for this 
ie derived from animal experiments. While it 
is important to test the action of drugs on 
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animals, it should be emphasized that over- 
dosage is frequently used to find the toxic effects, 
and that damage artificially produced on, e.g., 
the liver by carbon tetrachloride is not identical 
with pathological conditions occurring in the 
human being. Since avertin is so often with- 
held in man when liver disease is suspected, it 
is difficult to assess its action. Only Greeley 
(1933) and Ruge (1932) have reported deaths in 
man, from acute yellow atrophy, following large 
doses of avertin. The fact that no liver damage, 
attributable to avertin, has been noted in our 
cases, must be of some significance. Surely a 
potent blood-born toxin would play havoc in 
the dilated, thrombosed, portal capillaries, 
characteristic of eclampsia, unless, of course, the 
main blood-flow is diverted through the healthy 
portal capillaries. While we do not doubt that 
avertin may be toxic to the liver, we think that 
the moderate dosage used can be regarded as 
reasonably safe. 

The action of avertin on the kidneys is again 
dependent on the same factors. Therapeutic 
dosage has not been proved to be harmful 
to healthy kidneys, but Bruger, Bourne, and 


Dreyer (1930) have produced fatal anuria in 


dogs with overdosage. On the other hand, 
even a small dose may cause albuminuria in 
the presence of disease affecting the nephrons. 
In addition, impaired renal function may cause 
cumulation of the drug, because the kidney 
is the obligatory route of excretion of avertin. 
This being so, it might be suggested that the 
prolonged narcotic action of avertin§ in 
eclampsia is due to delay in its excretion. While 
this is a possibility, drowsiness has not been 
noted to be more protracted in those cases with 
oliguria and a raised blood urea, where delayed 
excretion might be expected. It is felt that, if 
returning consciousness, as shown by restless- 
ness, is taken as the indication for repeating 
avertin, there must be a considerable margin of 
safety. 

Similarly for pentothal, the healthy liver may 
be unable to deal with an overdosagt and the 
diseased liver may fail to detoxicate a normal 
dosage. Unlike avertin, pentothal does not 
cause an acute yellow atrophy, but failure to 
detoxicate it in the liver and to excrete it via the 
kidneys may cause its cumulation, and death 
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in coma may result. These conclusions have 
been drawn from animal experiments, but 
Picard and Bensimon (1946) have shown that 
man is equally vulnerable. They have found 
that patients with impaired renal and hepatic 
function, e.g., after extensive burns, recover 
slowly, if at all, after a normal dose of barbi- 
turates. 

Whereas much research has been carried out 
to establish the toxic properties of the basal 
narcotics on the kidneys, little attention has been 
directed to any pharmacological action that 
they might have. It may not, therefore, be out 
of place, at this stage to mention experiments 
carried out by Willis Brown (1950) and his co- 
workers. They have investigated the pharma- 
cological action of the basal narcotics and other 
drugs on the kidney. In a series of experiments 
on healthy women, both pregnant and non-preg- 
nant, they have found that avertin and paralde- 
hyde increase glomerular filtration and decrease 
tubular re-absorption, thus causing a diuresis. 
Pentothal, on the other hand, has no effect on 
urinary secretion. It is interesting to note that 
morphia, which was for so long the sheet-anchor 
of all treatments of eclampsia, is actually an 
antidiuretic, decreasing glomerular filtration and 
increasing tubular re-absorbtion. 

Other toxic effects of avertin and pentothal are 
respiratory depression and reduction in blood 
and cerebro-spinal fluid pressures. Paralde- 
hyde has little, if any effect on the circulation and 
respiration. 

Respiratory depression has not been found to 
give rise to serious respiratory complications in 
the mother, and, as stated above, no foetal death 
could be ascribed to avertin. 

With regard to the other two toxic actions, 
nothing could be more desirable in eclampsia 
than a decrease in the blood and cerebro-spinal 
fluid pressures. It is now suggested that reduc- 
tion in these two pressures is the other factor 
which makes the anticonvulsant powers of 
avertin and pentothal out of all proportion to 
the depth of anaesthesia that they produce. It 
is not claimed that either pentothal or avertin 
has a specific depressant action on the cerebral 
motor cortex, as has phenobarbitone in epilepsy, 
for encephalograms have shown that they do 
not possess such an action. It is felt, however, 
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that reduction in blood and cerebro-spinal fluid 
pressures, which will decrease the raised intra- 
cranial pressure in eclampsia, may be more 
beneficial than local depression of the cerebral 
motor cortex. 


CONCLUSION 


Small series of cases are notoriously unre- 
liable and therefore it would be wrong to make 
too many sweeping claims. About one thing, 
however, we are convinced, and that is the ability 
of avertin to control the fits in eclampsia. As 
regards its toxic properties, it is felt that these 
are over-emphasized, and its pharmacological 
action forgotten. Digitalis, in heart disease, 
could be likewise condemned, because it is toxic 
to cardiac muscle when an overdose is given, 
and yet it is of outstanding value in cardiac 
failure. 

As regards the barbiturates, intravenous pen- 
tothal, although more difficult to administer, 
seems equally effective. Pentothal per rectum 
is rather uncontrollable, for it has a shorter 
duration of action. The more slowly acting 
barbiturates, e.g., nembutal and sodium amytal, 
deserve a trial in eclampsia. 

Because it has been found impossible to attri- 
bute the anticonvulsant powers of pentothal 
and avertin to anaesthesia alone, it has been 
concluded that the lowering of blood and 
cerebro-spinal fluid pressures that they produce 
are synergic factors. 

Paraldehyde does not appear to be as good 
an anticonvulsant in eclampsia as are the other 
basal narcotics. This is surprising because in 
other types of convulsions, e.g. status epilepticus, 
it has proved very effective. If, however, it is 
accepted that reduction in blood and cerebro- 
spinal fluid pressure is an important factor in 
preventing convulsions in eclampsia, the fact 
that paraldehyde has no effect on these pressures 
can be offered as an explanation for its failure. 


SUMMARY 

A series of 36 cases of eclampsia, in which 
the convulsions were controlled by avertin, is 
reviewed. 

The action of the other basal narcotics, par- 
ticularly paraldehyde and pentothal, is com- 
pared. 

A small survey of the toxic properties of the 
basal narcotics with relation to eclampsia is 
given. 

There were no maternal deaths in the series. 

The foetal mortality rate was 28.95 per cent. 


We take this opportunity of thanking Pro- 
fessor Macintosh for permission to include his 
chart. We wish to acknowledge our indebted- 
ness to the Matron (Miss D. James) and the 
Nursing Staff. If our results are at all satis- 
factory, it is almost entirely due to their skill 
and wholehearted co-operation. 
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SCALP ABSCESSES IN THE NEWBORN 
A Discussion of Their Causation 
BY 
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From the Institute of Child Health and the Obstetrical Department of the 
Postgraduate Medical School, London, and the University College, 
Ibadan, Nigeria 


THE foetal head and the foetal scalp are par- 
ticularly exposed to trauma during delivery and 
may present a considerable variety of lesions 
at or after birth. The object of this paper is to 
record the frequency of an inflammatory, trau- 
matic or necrotic lesion in the region of the right 
parietal eminence and offer some suggestions as 
to its cause and prevention. Apparently trivial 
abrasions of the skin of the scalp or face are 
commonly seen after forceps deliveries, and in 
the great majority of cases give no serious 
trouble, but any breach of the skin of the new- 
born infant is a potential site of entry of infec- 
tion, and in fact, these small cuts and scrapes do 
often show an inflammatory change. The 
scalp seems to be particularly prone to such 
infection. 

The facts which we must set out to explain, 
are as follows: 

(i) Over a period of 3 years during which there 
were 354 forceps deliveries at the Postgraduate 
Medical School, we have noted a lesion in the 
right parietal region in 15 cases, but none on the 
left; 9 of these were abscesses. 

(ii) Four more cases, making in all 19, were 
seen after spontaneous delivery, also on the right 
parietal region. Two of these were abscesses. 

(iii) In 2 of the forceps cases the lesions were 
bilateral, but the right side was more affected 
than the left. 

(iv) The presentation was L.O.A., L.O.L., or 
L.O.P., in all cases except one (R.O.P.). 
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The occurrence of an abscess or inflammatory 
lesion on the scalp of a newborn infant would 
not, perhaps, have aroused much interest were 
it nut for the fact that the occurrence of all these 
lesions on the right side seemed to point to some 
mechanical fault as a cause. 


Tue Lesions OBSERVED 

The shape of the parietal bone is almost that 
of acone. This is very obvious in the bare skull, 
but in life the conical central part is slightly 
rounded by the coverings of the scalp. On this 
prominence, usually at or near the summit, we 
have in several instances found an abrasion, 
which may be anything from a loss of the most 
superficial epidermal layer to a definite breach 
of the skin with bleeding and scab formation. 
At the site of this erosion inflammatory changes 
have followed, beginning as a reddening, slight 
thickening and diminished mobility of the scalp 
over the bone, and accompanied by tenderness, 
as shown by the baby crying loudly when this 
part is touched. In some cases the inflamma- 
tion has gone no further than this, but in others 
suppuration has followed with abscess forma- 
tion, necessitating incision and drainage, or rup- 
turing spontaneously. The open wound resulting 
has been slow to heal (Fig. 2), and the infant's 
departure to its home has had to be delayed. 
In a few of the abscess cases it has been 
impossible to define an actual breach of the 
surface in the area. 

Staphylococci, with varying degrees of peni- 
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cillin resistance, were cultured in all cases from 
which pus was obtained. Oral penicillin, 
20,000 units 3-hourly, appeared to limit the 
inflammation in all cases except one, in which 
the organism was highly resistant 

Phe separation of a sequestrum in 2 of the 
abscess cases (Figs. 3 and 4) raises the question 
of whether the infection may be deep from the 
Start; but this, and the possibility of pressure 
necrosis, will be considered later. 

A subcutaneous haematoma (not a cephalo- 
haematoma) was seen on the right side of the 
head in 2 infants. Signs of inflammation did 
not supervene but, in one of the abscess cases, 
it was suspected that secondary infection of a 
haematoma had occurred. None of these babies 
suffered any serious consequence from these 
lesions, but the alarming rapidity of spread of a 
cellulitis in 1, and the separation of a seques- 
trum in 2, emphasizes their potential danger. 
EXPLANATION OF THE CAUs! 

(1) Direct Trauma by Forceps Blade. 

he fact that all the lesions were on the right 
side suggested to us at first the simple explana- 
tion that they followed trauma by the right for- 
ceps blade. The left blade is the easiest to 
apply and not one of these lesions occurred on 
the left side. Once the left blade is in situ, there 
is slightly less space and, although the right 
blade may often be applied with ease, difficulty 
is more often encountered on this side and scrap- 
ing of the surface may easily occur, as it may 
also if there is much levering to lock the blades. 

However, when a case of right parietal 
abscess occurred in an infant born spontane- 
ously, we could not altogether rest content with 
this explanation; and 4 such cases followed in 
course of time. A further difficulty in accepting 
this explanation arises, when we consider more 
precisely how the forceps blade could injure 
the parietal eminence. 

It will be seen from the diagram (Fig. 1) that 
the blade of the forceps when correctly applied, 
in occipito-anterior positions, lies slightly 
anterior to the parietal eminence. Traction in 
the axis of the birth canal will not disturb this 
relationship, but it might be supposed that 
traction applied prematurely in an anterior 
direction would bring both blades nearer the 
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parietal eminences, and subject both to injury, 
but as 88 per cent of cases are unilateral and on 
the right this cannot be the explanation. Now, 
in left occipito positions, if the occiput is not 
fully rotated anteriorly, the right parietal emin- 
ence is still farther away from the blade. Only 
when the head is over-rotated will the right 
parietal eminence come directly under the blade. 
Over-rotation, however, we consider very un- 
likely in left occipital positions for, as one of 
us (A.H.C.W.) has observed, after manual rota- 
tion when the hand is swung round to the right 
side of the pelvis to apply the second blade, it 
tends to undo the rotation already performed, 
with the result that the right parietal eminence 
partially or wholly returns to its original position 
near the symphysis. It is easier in right occipital 
positions to perform and to maintain a manual 
rotation whilst accurately applying both blades 
of the forceps. We think this may account for 
the fact that no lesions have occurred in forceps 
deliveries with a right occipital presentation. 


(2) Prolonged Pressure on a Part of the Skull in 
the Birth Canal, Pre-disposing to Infection 
or causing Ischaemic Necrosis. 

Three of the following 4 cases (from the 
Department of Obstetrics and Gynaecology, 
University College, Ibadan, Nigeria), are pre- 
sented as reasonably certain examples of 
necrosis of the scalp following prolonged local 
pressure in the course of labour. The possibility 
of a similar mechanism acting in the cases under 
discussion seems worth serious consideration. 
A 4th case (D) is added, to illustrate that a 
similar lesion can occur on a prolapsed arm. 


Fic. 1 


Diagram to show relation of the parietal eminence to 
the forceps blade, correctly applied. 
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SCALP ABSCESSES IN THE NEWBORN 


Case A. A primipara, aged 28 (Nigerian), who had 
not attended the antenatal clinic, was admitted at term, 
on 3ist January, 1949, having been in labour for’ 51 
hours. 

On abdominal examination it was found that the 
bladder was distended, the position of the foetus was 
left occipito-anterior and the foetal heart was heard. 
Rectal examination revealed that the vertex was low in 
the pelvis with a marked caput, and the cervix was 
fully dilated. 

Under anaesthesia a catheter was passed and 30 
yunces of urine were withdrawn after displacing the 
head, which was well flexed with the occiput immedi- 
ately under the symphysis pubis. Forceps were 
applied, a medio-lateral episiotomy was performed, 
and a living male child of 64 pounds was delivered. 

Four days later it was reported that there was a 
sloughing area (in size 1.2 inch long and 0.6 inch wide) 
just below the external occipital prominence, the long 
axis being at right angles to the direction of the 
sagittal suture 

The surrounding area was shaved, and the infected 
area treated with Eusol, and the baby given a course 
of sulphathiazole for 3 days. The slough soon 
separated, leaving a bared area of periosteum. When 
the wound was clean, tulle gras was applied. The area 
granulated well, excess being treated with a silver 
nitrate stick. Complete epithelialization occurred by 
the 45th day. 


Comment. The duration of the 2nd stage 
was unknown, but it would appear to have been 


very prolonged, because on the 3rd day of the 
puerperium the mother developed incontinence 


of urine. On examination no fistula was found, 
but there was an area of ulceration and thinness 
over the urethra | inch from the urethral meatus. 
This area subsequently healed and, after a course 
of exercises, there was no further incontinence. 
This case supports our suggestion that the cause 
of the lesion on the foetal head was excessive 
pressure of the occiput against the symphysis 
pubis and intervening tissues. 


Cast B. A multipara-3, aged 32 (Nigerian), who 
had not attended the antenatal clinic, was admitted at 
term on 26th February, 1949, having been in labour for 
‘at least 39 hours, the contractions now being poor. 

On abdominal examination it was found that the 
bladder was distended, the position of the foetus was 
right occipito-anterior, the head was engaged and the 
foetal heart was heard. Rectal examination revealed 
that the cervix was fully dilated and the vertex was 
low in the pelvis with a marked caput, and that it was 
well flexed and rotated directly anterior. She was 
delivered normally 1 hour later of a living female 
child, weighing 6 pounds 14 ounces, which subse- 
quently showed signs of a cerebral irritation. 

Four days later it was reported that there was a 
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sloughing area (in size 1.0 inch long and 0.5 inch wide) 
over and just below the external occipital prominence, 
the long axis being as in Case A. 

The treatment was the same as for the previous case, 
the slough separating, leaving a bared area of perios- 
teum. Healing was completed by the 25th day. 


Comment. The duration of the 2nd stage was 
unknown. The size of the scalp lesion was 
smaller and the mother had no incontinence, 
probably because the duration of labour was not 
so protracted as in Case A. 


Case C. A multipara-2, aged 22 years (Nigerian), 
who had not attended the antenatal clinic, was ad- 
mitted at term on 8th July, 1949, having been in 
labour for 18} hours and trying to bear down. 

On abdominal examination the position of the foetus 
was right occipito-posterior, not engaged, and the 
uterus tense and slightly tender. The foetal heart was 
heard. On rectal examination a caput was felt high in 
the mid-cavity, the cervix was tight, oedematous and 
half-dilated, and liquor was seen to be draining per 
vaginam. The uterine contractions were strong, and 
the patient was distressed and dehydrated. 

Eight hours later, after appropriate treatment, there 
was no further progress, and a lower segment 
Caesarean section was performed for maternal and 
foetal distress, and a living male child, weighing 64 
pounds was delivered. 

Five days later it was reported that there were 3 
small superficial ulcers { inch in diameter over the 
right temporal and occipital bones, on a line extending 
from the junction of the upper two-thirds and the 
lower one-third of the pinna to the external occipital 
prominence. 

The area was shaved, cleaned with Eusol fre- 
quently, and oral penicillin given. Healing was com- 
pleted by the 25th day 

Comment. In this case we suggest that the 
ulceration was due to prolonged pressure of the 
occipital and right temporal bones against the 
sacral promontory. This pressure was exag- 
gerated by the fact that she had been attempting 
to bear down for many hours, due to misguided 
advice many parturients receive in this country 
that thew should start to bear down as soon 
as labour begins. Indeed, we have seen many 
cases, who eventually present with marked 
vulval oedema. In one such case each side of 
the vulva was oedematous to the size and shape 
of a half-grown vegetable marrow. 


Case D. A multipara-3, aged 38 (Nigerian), who 
had not attended the antenatal clinic, was admitted at 
term, on 23rd October, 1949, having been in labour 
for 28 hours. The membranes had ruptured at the 
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beginning of labour, and there had been bleeding per 
vaginam for 24 hours 

On abdominal examination the uterus was closely 
moulded to the foetus, which was in the dorso-anterior 
position with the head to the right of the brim. The 
foetal heart was heard 

Rectal examination and vaginal inspection revealed 
that the left arm was prolapsed, and that the cervix 
was fully dilated 

A lower segment Caesarean section was performed, 
in preference to an internal podalic version in the 
absence of liquor amnii, and a live male child, weigh- 
ing 5 pounds 12 ounces, was delivered. At operation 
it was revealed that there was a lateral placenta 
praevia on the right 

On the 7th day postpartum it was reported that 
there was an area of superficial ulceration, measuring 
24 inches in length and | inch wide, situated on the 
medial aspect of the left arm 3 inch distal to the apex 
of the axil'a, the axis of the lesion being at right angles 
to the humerus (see Fig 5). There was no such lesion 
on the right side 


Comment. We suggest that in this case the 
left arm had been prolapsed for a considerable 
time, and that the constant pressure of the 
medial aspect of the proximal end of the upper 
arm against the sacral promontory was the 
cause of the subsequent ulceration. 

In these 4 cases it was impossible to perform 
bacteriological or radiological investigation. 


(3) Haematogenous Infection at the Site of 
Trauma? 

A Sth case (from the Department of Paedia- 
trics, Aylesbury Hospital Group) affords an 
example of probable haematogenous infection 
at the site of tissue damage from prolonged 
pressure. 

Caste E. A primipara had been admitted in labour 
to a private maternity home as an emergency after 
one eclamptic fit. The presentation was O.P. and, 43 
hours after the onset of labour, a male infant was 
delivered by low forceps extraction, occiput-anterior, 
ind in white asphyxia. It responded slowly to resusci- 
tation. On the first day he was unable to suck. On 
the 2nd day he improved greatly and thergafter pro- 
gressed normally 

Mother and baby returned home against advice on 
the Sth day. The mother then discovered a scab on 
the occiput and when this was bathed off about 
t ounce of pus was released through a small hole and 
the opening continued to discharge pus for several 
days 

At the age of 17 days he was admitted to Stoke 
Mandeville Hospital severely ill with signs of broncho- 
pneumonia. There was an oval ulcer 0.6 inch in length 
on the occipital prominence with its long axis lying 


transversely. It showed signs of healing 


The subsequent course of events was, briefly, as 
follows: 

1. Lung abscesses left base (radiologically). 

2. Subcutaneous abscesses right wrist and left iliac 
crest; later evidence of osteomyelitis at these sites 
and also left femur and right tibia. 

3. Jaundice, hepatic en'argement, and abdominal 
distension followed by engorgement of super- 
ficial abdominal veins 

4. Osteomyelitis of occipital bone (inner and outer 
table) with occipital scalp abscess underlying the 
scar of the healed ulcer. 

5. Meningitis complicating occipital osteomyelitis. 

6. Hydrocephaly as a sequel to the meningitis. 

A penicillin resistant coagulase positive staphylo- 
coccus aureus, of the same phage type in each instance, 
was grown from pus obtained from all the abscesses, 
the blood and the cerebrospinal fluid. Treatment was 
by means of antibiotics systemically and intrathecally, 
and the child still survives at the age of 8 months. 


Comment. The jaundice and ensuing portal 
obstruction was almost certainly due to ascend- 
ing portal phlebitis (Morison, 1944) and points 
to the umbilical vein as the primary source of 
staphylococcal infection and pyaemia, for the 
picture is one peculiar to umbilical infection and 
would not be expected to occur in pyaemia from 
any other focus. It seems probable then that the 
order of events in this case was as follows: 

Injury to the tissues of the scalp in the 
occipital region due to ischaemic pressure during 
labour; infection of umbilical stump with 
staphylococcus at birth; bacteraemia from um- 
bilical site; colonization, by staphylococci, in 
damaged tissues at the occiput and start of 
abscess, the first of a series of metastatic 
abscesses. 

Admittedly the scab present on the Sth day 
suggests that there was a breach of surface at 
birth and the staphylococcus which infected the 
the umbilical stump could have infected simul- 
taneously a scalp erosion. Unfortunately we 
have no reliable details of the first 5 days of this 
child’s life except that the forceps delivery was 
easy and could not have caused injury to the 
occiput. 

The involvement of the whole thickness of the 
occipital bone (not the outer table only as in 
Figs. 3 and 4) implies a haematogenous osteo- 
myelitis and although there were other foci of 
osteomyelitis it cannot be mere coincidence that 
the occipital bone, which had been a site of 
injury, should also be affected. 
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which followed Cast No. | Area of destruction on right 
parietal bone with separation of sequestrum 


Ulcer on right parietal eminence, 
drainage of an abscess at the site of a small abrasion 
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Cast No. 1. Lateral view of Fig. 3 showing an area 
of necrosis of the parietal bone 
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Cast DD Area of ulceration on inner aspect of lett 
This bab is at the breast 
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Spreading ulceration on occiput, following the use of 


Willett’s forceps at Caesarean section 
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SCALP ABSCESSES IN THE NEWBORN 


This case therefore suggests to us that 
haematogenous colonisation by bacteria in 
extravasated blood or small thrombosed vessels 
in the scalp at the site of prolonged pressure 
might account for the appearance of an abscess 
after spontaneous delivery. 


DISCUSSION 


Of the 19 cases at the Postgraduate Medical 
School of London, 15 were forceps deliveries 
and only 4 were normal labours. In the majority 
labour was prolonged. In all cases the 
presentation and position was L.O.A., L.O.L., 
or L.O.P., and the subsequent lesion was pre- 
dominantly in relation to the right parietal 


1. Subcutaneous Haematoma 
(no breach of surface) 


\ 
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2. Abrasion 
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Cellulitis 
\ 
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Abscess 
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Periostitis 


Fic. 


eminence, which is, in these positions, behind 
and adjacent to the symphysis pubis or pubic 
bone. We accept that severe or prolonged local 
pressure during labour can cause actual necrosis 
at various sites, and the evidence afforded by 
Cases A, B, C, and D, leads us to suggest that 
similar pressure Was operating and was perhaps 
the cause of the lesion in some »f the parietal 
cases. A safer assumption, however, would be 
that it acts as a predisposing cause, haemato- 
genous infection of the injured site being the 
final determining factor; for we cannot ignore 
the fact that the lesions were predominantly 
inflammatory and not necrotic, and Case E lends 
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support to this view. The lesions in 4 cases 
delivered spontaneously might be accounted 
for in this way, and the more frequent occur- 
rence in forceps deliveries could be explained 
by the fact that, when forceps are applied with 
the head not fully rotated and prolonged trac- 
tion is required, the pressure on the right parietal 
eminence is still further accentuated. 

Whatever the validity of these arguments the 
fact remains, however, that abrasions of the 
right parietal eminence’ have been seen after 
forceps deliveries and inflammation under them 
has followed. 

The various factors which may enter into the 
production of the lesion are represented 
schematically in Fig. 7. 


3. Boil 4. Pressure ischaemia 


Necrosis of soft 
tissues (ulcer) 


Haematogenous 
local infection 


NY Necrosis of periosteum 


Necrosis of outer 
table of skull 
(sequestrum) or 


™S osteomyelitis of 
cranial! bone 


The 2 bilateral cases are particularly difficult 
to explain. 

The details of the first of these are as follows: 
There was a 2-hours delay in the 2nd stage 
due to uterine exhaustion and persistent 


Occipito-posterior position. The presenting part. 


was 1} cm. below the ischial spine. There was 
adequate pelvic configuration. Forceps were 
applied and a right medio-lateral episiotomy was 
carried out. The head was delivered face to 
pubes by Pajot’s manoeuvre. The birth weight 
of the infant was 7 pounds 4 ounces. On the 
7th day the baby was noted to have small 
erosions with scabs one on each parietal 
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eminence just posterior to the most prominent 
point. There was slight inflammatory reaction 
on the right side where the mark was larger. 
There was minimal inflammatory reaction on the 
left side. 

Trauma seems the likely cause from the 
appearance of the lesions. But why the greater 
trauma on the right side of the head (left side of 
the pelvis and first forceps blade) than on the 
left side of the head (right side of pelvis and 
second forceps blade)? This difference could be 
accounted for if in fact the occiput was not 
truly centrally posterior but obliquely on the left, 
which would bring the right parietal eminence 
directly under the blade. But we have no 
evidence that this was so, 


The details of the second case are as follows: 
There was early foetal distress. There was no 
advance in half an hour. Low forceps delivery 
was carried out. The birth weight was 7 pounds 
3 ounces. On the Sth day an inflammatory 
swelling was noted on both parietal regions. 
On the 7th day a small abscess discharged on 
the right parietal. This subsided with hypertonic 
saline and sulphathiazole treatment. When 
the child was 3 weeks old the left parietal abscess 
was opened. At 5 weeks the right parietal 
abscess was opened and flake sequestra re- 
Culture grew a Staphy- 
ve, penicillin 


removed by curettage 
lococeus aureus, coagulase + 
sensitive 

A pressure effect on both parietals simulta- 
neously need hardly be considered. The forceps 
were applied for foetal distress and delivery 
was possibly hasty. The subsequent lesions can 
therefore be explained either by direct trauma 
or faulty rotation or both (in which case the 
right parietal lesion was due to pressure, and 
the left to the forceps blade). 


The separation of sequestrum from the worst 
of the 2 abscesses (right) suggests that the perio- 
steum (and hence the outer table) was involved 
by direct extension from the superficial layers 
of the scalp, otherwise a sequestrum might have 
been expected on the left side also. Pressure 
and ischaemia may damage the soft tissues and 
the periosteum during birth and so predispose to 
infection, but it is probably the later tension of 
inflammatory swelling which is responsible for 
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the necrosis of the underlying bone, except when 
there is haematogenous osteomyelitis as in 
Case E. 


Local Pressure after Birth 

When a baby is picked up from its cot the 
side on which it was lying is often found to be 
hot, moist and red. Furuncles or boils occasion- 
ally occur on the scalp and seem to choose these 
hot, moist, parts, rather than the vertex or 
occiput. It is a common practice to lay the 
child on its right side after a feed, regurgitation 
being less likely to occur in this position (some 
babies also seem to prefer this side and to be 
uncomfortable on the left), which generally 
means that it spends a greater part of its time 
on this side than on the left. This has never been 
part of the routine in the nursery from which 
our cases are drawn and cannot definitely be 
held to have influenced the site of infection, 
though oddly enough 2 cases of furuncle of 
the scalp we observed were also on the right 
side. 


Other types of Scalp Lesions 

Although scalp abscesses of traumatic origin 
are probably fairly common the condition does 
not appear hitherto to have been thought worth 
describing. We have been unable to find any 
cases reported in the literature which corres- 
ponded at all closely with these. Congenital 
defects have attracted more attention. This 
subject has been reviewed by Finegold and 
Schuster (1945). Abt (1917) discussing con- 
genital skin defects, the majority of which were 
on the scalp, regarded them as a failure of 
epidermal development, but did not discuss the 
possibility of this being due to local pressure 
during foetal life. However, the sites of such 
defects are so various that any mechanical 
explanation of how the part came to be pressed 
on must needs be modified for every case and 
in most instances it can only be conjectured. 
The lesions we have recorded are inflammatory 
or necrotic and obviously different from the con- 
genital type as seen at birth: but it is interesting 
to consider the possibility of the congenital type 
presenting a similar picture to Cases A, B, C, 
and D, at some earlier date in intra-uterine 


life. 
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SCALP ABSCESSES IN THE NEWBORN 


Two other special examples of pressure 
necrosis are perhaps with mentioning: 


(i) A ring of ulceration of wide diameter, on 
the vertex, obviously due to prolonged gripping 
of the presenting part of the head by the cervix, 
Fueth (1923), Browne (1950), and Waller (1951). 
The subject of pressure necrosis of the foetal 
scalp, including this peculiar form, was reviewed 
by Ehrenfest (1931) but little has been added to 
the subject since. 


(ii) Ulceration on the parietal bone of the 
infant in cases of dystocia due to rachitic flat 
pelvis, caused by prolonged pressure against 
the sacral promontory whilst passing through 
the brim. 


(iii) A case was reported by Ladewig (1933) 
of osteomyelitis of the left parietal bone present 
at birth. The infant was born 5 weeks pre- 
maturely. ‘ The delivery was normal. It died 
19 hours after birth. There was a subdural 
abscess and an abscess on the scalp tissues in 
association with the osteomyelitis. There had 
been considerable new bone formation. Diplo- 
cocci were seen in sections of the lesion. The 
infection was obviously haematogenous and 
was assumed to be trans-placental though no 
infection of the mother during her pregnancy 
or after confinement could be demonstrated. 
What determined the site of the osteomyelitis 
is impossible to say, but it is interesting to 
compare this case with our Case E in which a 
haematogenous infection is also assumed. 


PREVENTION 


(1) Itis quite obvious that the most important 
factor in the clinical picture described is the 
staphylococcus. Where neonatal antiseptic tech- 
nique is perfect these inflammatory lesions 


should not occur. But the staphylococcus is 
ubiquitous and a strict operating theatre tech- 
nique cannot be maintained in the everyday life 
of a lying-in ward. Any breach of surface of the 
baby’s skin must then carry a risk of becoming 
infected, however thorough the precautions. 

After forceps delivery the scalp should be 
carefully examined for abrasions and, if present, 
local treatment and antibiotics should be started 
at once. 
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(2) Avoid delay in labour, particularly in the 
2nd stage. When forceps are indicated it should 
be appreciated that the parietal eminence has 
possibly already undergone a period of pressure 
and that, if the head is not fully rotated before 
application of the blades, traction will further 
accentuate this pressure with ensuing risk of 
damage to the scalp tissues. Therefore full 
manual rotation is essential. If the blades do 
not easily lock the obstetrician should not be 
too proud to remove the blades and re-examine, 
and then to try to secure full rotation. 

The forceps are designed mechanically to fit 
the foetal head, and it would appear to us that 
poor rotation, and therefore a faulty application, 
will upset the dynamics, resulting in a forward 
projection of the parietal eminence so that it will 
be subjected to excessive pressure against the 
pubic bone. This pressure may be prolonged 
because of lack of moulding. 

(3) Willett’s Forceps. We deplore the use of 

Willett’s forceps at Caesarean section because 
the head may be delivered by other means. Any 
wound of the scalp at birth is liable to be in- 
fected. We have seen that a very trivial breach 
of the surface of the scalp may be followed by 
the formation of an abscess. The injury caused 
by Willett’s forceps is sometimes decidedly more 
than trivial. The puncture wound is probably 
less dangerous than the open tear, which this 
instrument may cause, but we have seen both 
result in inflammation, or worse. Fig. 6 shows 
the result of the use of Willett’s forceps at 
Caesarean section. From the history it appeared 
that the head was difficult to extract, and 
Willett’s forceps were applied several times. 
A few days later ulceration commenced and 
became confluent, to the depth of the periosteum. 
There was no fracture and the Wassermann 
reaction was negative. Treatment was eventu- 
ally successful. 


SUMMARY ‘ 


Nineteen cases of a scalp lesion in the right 
parietal region in the newborn infant have been 
described. In 9 cases an abscess formed and 
in 2 a sequestrum separated from the parietal 
bone. Fifteen cases were forceps deliveries, 4 
spontaneous. 
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No similar lesions were observed in the left 
parietal region, except in 2 bilateral cases (the 
right side being more severely affected than the 
left). 

Three cases of pressure necrosis of other parts 
of the scalp and | of the arm, and | case of 
osteomyelitis of the occipital bone, are des- 
cribed. 

In attempting to explain these lesions the 
following factors are discussed. 

(i) Injury by the right forceps blade. 

(ii) Prolonged pressure on the right parietal 
bone in labour, predisposing to infection or 
causing ischaemic necrosis. 

(iii) Local pressure and haematogenous infec- 
tion. 

The essential points in prevention of these 
lesions are discussed. 


We wish to thank Professor Alan Moncrieff 
and Professor James Young for permission to 
publish the cases from the Postgraduate Medical 
School of London, and many of our former 
colleagues who had charge of some of these 
cases, in particular Dr. R. R. Gordon, and 
Dr. R. J. P. Pugh. 
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OBSTETRICAL DETAILS AND COMMENTS 


Mrs. A. B., aged 23, a primigravida, consulted and 
engaged Dr. Desmond Carney for her confinement on 
25th May, 1950. The expected date of delivery was 
2nd November. Her previous history was normal. 
Examination showed a proportionately built, healthy 
woman 5 feet 1 inch in height. Her urine, blood- 
pressure and general physical examination were 
normal, and the size of the uterus corresponded to the 
period of gestation. The external pelvic measurements 
were 8.8, 10, and 6.8 inches (22, 25, and 17 cm.) 
respectively. 

The subsequent antenatal history was normal until 
the end of September, when the patient complained of 
lower abdomina! discomfort. There was no evidence 
of toxaemia or other complications and the symptoms 
passed off in a few days. In view of the possibility of 
disproportion she was referred for consultation and it 
was agreed that pelvimetry and cepha'ometry should 
be carried out some 3 weeks before the expected date 
of delivery. The course of pregnancy following this 
decision was normal until 2nd October, when she was 
36 weeks pregnant. She now complained of loss of 
control of micturition but actually the membranes had 
ruptured. On palpation a head was felt well above 
the pubes and on vaginal examination a second head 
was found to be engaged in the pelvis. The os, 
was one finger dilated. An X-ray examination 
(Figs. | and 2) confirmed the clinical findings of twins, 
both presenting by the vertex, one of which was in the 
pelvis. 

The labour was complegly uneventful until the 
following morning, 3rd October, when, at 7.30 a.m., 
Dr. Carney was called to the nursing home. Shortly 
afterwards the patient appeared to be distressed and, 
as a head was on the perineum, forceps were applied. 
Extraction was most difficult, despite the small head, 
and once it was delivered no further progress could be 
made. The infant breathed and, after a mucus catheter 


was passed, an ordinary rubber catheter was inserted 
in the hope of maintaining an airway, but the child 
died shortly afterwards. Help was sought and E. S. 
duly arrived with an anaesthetist. In order to find out 
the cause of the difficulty in delivering what was 
thought to be the first twin an attempt was made to 
pass a hand into the uterus, but this was impossible 
owing to the small out'et. It was noted that when 
attempts were made to rotate the anterior shoulder the 
entire contents of the uterus appeared to move as a 
conglomerate mass. As the baby was dead it was 
decided to decapitate. Even when this was done no 
further progress could be made. The posterior arm 
was delivered but, as this procedure did not facilitate 
further attempts at delivery, it was severed at the 
shoulder joint. A hand was now passed into the 
vagina along the shoulder and into the lower portion 
of the uterus but no line of cleavage could be felt 
between what should have been two bodies As it was 
now believed that there was some fusion of the 2 foetal 
bodies it was decided to make no further attempts at 
vaginal delivery and to transfer the patient to hospital 
for Caesarean section. On admission she was extremely 
shocked, the pulse ranging from 130-140, which was 
not due to blood-loss. Two pints of plasma were 
given immediately and during the operation 1 pint of 
Rh-negative blood which had been previously cross- 
typed. 

Under nitrous oxide and oxygen anaesthesia a lower 
segment Caesarean section was performed which was 
in no way difficult. The neck of the infant which had 
previously been decapitated was lying deep in the 
vagina. It was pulled out without difficu'ty and, 
having been delivered, the second head and enlarged 
trunk of the baby followed easily (Figs. 3. 4, 5). Im- 
mediately the Caesarean section was completed 4 
interrupted nylon sutures were inserted into the 
perineum which had been torn during the attempts at 
vaginal delivery. 
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Ihe patient's condition rapidly improved after the 
operation and there was no further reason for anxicty 
Before leaving the operating theatre anti-gas-gangrene 
serum, penicillin and sulphonamide were administered 
by injection Ihe penicillin injections were continued 
4-hourly for one week and the sulphonamide was given 
orally for the same length of time. Except for reten 
tion of urine on the 3rd day there were no complica 
tions and the patient returned home well, 15 days after 
the operation 

Postnatal examination one month later revea'ed that 
the uterus was lying in normal position and the 
abdominal and perineal wounds had completely healed 

The rnonster weighed 8 pounds, measured 17 inches 
in length and the circumference of the chest was 14} 
inches 


COMMENTS ON THE OBSTETRICAL MANAGEMENT 
OF THE CASE 


Criticisms can be made concerning the diag- 
nosis and management of this case, first, that the 
foetal condition was not diagnosed before 
delivery from the radiograph and second, that 
the mode of delivery did not conform with 
generally accepted methods. With regard to the 
first criticism radiographs were examined rather 
hurriedly whilst the patient was in labour. Two 
heads and 2 spines could be seen quite distinctly 
so that a mistaken diagnosis of twins was made. 
After delivery a more careful scrutiny showed 
the true nature of the foetal condition, although 
the 2 heads were not at the same level which 
Graber (1945) states is an important diagnostic 
feature. The second point is that a Caesarean 
section should not have been done for the 
delivery of a stillborn monster which was already 
partially delivered. During the attempt at 
vaginal delivery and after decapitation of the 
delivered head it was believed that evisceration 
of the remaining part of the monster would have 
traumatized the soft parts of the mother very 
severely. The uterus was well contracted so 
that an internal version would have been danger- 
ous and, furthermore, the breadth of the 
shoulders would probably have created great 
difficulty at the outlet even if version had been 
successfully completed 

It would seem that up to recently the majority 
of modern textbooks did not seriously consider 
the value of Caesarean section in this type of 
case. Mahfouz (1949) commenting on the treat- 
ment states that no serious consideration should 
be given to preserving the life of the child, and 
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for this reason advocates such measures as 
decapitation, craniotomy and evisceration, and 
that Caesarean section should never be con- 
sidered. Williams (1936), when writing on the 
treatment of dicephalic monsters, advises am- 
putation of the first head after which delivery 
of the rest of the monster is, as a rule, best 
accomplished by version, unless the uterus is 
too firmly contracted and there exists danger 
of rupture of the organ. DeLee and Greenhill 
(1947) do not make any references to the value 
of the Caesarean section and describe various 
methods of version or destructive Operations. 

In contrast Curtis (1933) describes a case on 
which an attempt was made to deliver a sus- 
pected monster vaginally, but the obstetrician 
in charge performed a Caesarean section and 
delivered a mons‘er weighing 15 pounds which 
had 2 heads, 4 arms, 2 chests and 3 legs. 

Munro Kerr and Chassar Moir (1949) sum- 
marize the present position when they state that 
* it would appear desirable that an exact diag- 
nosis of the condition be reached prior to the 
onset of labour, and so permit the complication 
being treated by Caesarean section.” They 
state that “ when a part of the fused twins has 
been expelled, and when no progress can take 
place, or can be accomplished by ordinary 
obstetric measures, embryulcia (craniotomy, 
decapitation, evisceration) as is deemed most 
suitable for the particular case must be employed 
to diminish its bulk.” 


ANATOMICAL DETAILS PLUS SOME 
EMBRYOLOGICAL REFERENCES 


The double monster displayed on inspection 
and by dissection 2 symmetrical, diverging, 
fully developed, pleasant-featured and abund- 
antly brained heads, borne upon necks Venus- 
de-Milo in design—long, graceful, flawless. 
There were two common completely developed 

both osseously and muscularly—normally 
placed upper limbs, right and left, and 2 lower 
limbs which came precisely under the same 
category. There was one 3-toed rudimentary 
lower limb composed of diminutive femur, full- 
length fibula and tibia, and clothed by the usual 
musculature. It projected from a point near the 
caudal end of the combined vertebral columns, 
and was placed in the position of talipes equino- 


|__| 
q 
— 
by 
> 
al 
~ 


Fic. 
G. 2 
X-ray taken during labour 
X-ray taken during labour 
Antero- posterior view 
Lateral view 


Fic. 3 
X-ra\ of foetus after delivery 
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varus. The trunks were united dorsally in the 
thoracic region by fused ribs and in the lumbar 
region by fused transverse processes. Fusion 
in the sacrococcygeal area took the form of a 
common sacrum and coccyx. 

Ventral union was represented by a common 
sternum and a common symphysis pubis, which 
we ripped zip-fastener-like for dissection pur- 
poses (Fig. 6). There were 2 distinct full- 
grown converging vertebral columns, which 
merged caudally into the common sacrum and 
coccyx. The thoracic cavity was common to 
both twins, and was partitioned off from the 
abdominal cavity by a common diaphragm 
which was complete save where it presented a 
hiatus opposite the interval between the V-set 
separate vertebral columns (Fig. 7). The com- 
mon thoracic cavity contained 2 distinct hearts 
whose ventricular walls were juxtaposed and 
joined slightly. The right descending thoracic 
aorta coursed distally on the right side of the 
corresponding vertebral column. The left 
descending thoracic ran downwards on the left 
side of its vertebral column. The 2 abdominal 
aortae did not divide into common iliacs, but, 
instead, each split at about the level of the pelvic 
brim into an external and internal iliac artery. 
Thus we have 2 abdominal aortae, 2 external 
and 2 internal iliac arteries, but no common iliac 
arteries. 

The arch of the aorta (left twin) showed a 
common trunk of about the length of a barley- 
corn, breaking into right and left common 
carotid arteries, which proceeded in the ortho- 
dox directions. An independent (left) sub- 
clavian artery arose from this arch immediately 
beyond the origin of the common trunk and ran 
left-limbwards. 

Two lungs were located cheek by jowl in the 
thorax of the left twin, one of which was per- 
fectly developed whilst the other was in a some- 
what shrivelled rudimentary state (Fig. 8). The 
pulmonary trunk (left twin) parted into 2 
branches: a large one passed to the complete 


lung, a small one to the rudimentary lung. The - 


former was connected to the concavity of the 
aortic arch in line with the left edge of the sub- 
clavian artery by a patent ductus arteriosus, 
which appeared to be almost as large as the 
pulmonary trunk itself. The left vagus nerve 
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with its recurrent laryngeal branch occupied their 
usual positions relative to the ductus arteriosus. 
The arch of the aorta (right twin) presented also 
a common trunk which divided and distributed 
like that of the left twin. A subclavian artery 
also arose from this arch but on the right side 
of the common trunk, and it ran right-limbwards. 
A smallish patent ductus arteriosus sprang from 
a large right pulmonary trunk and appeared to 
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end peculiarly, in that direct continuity was 
established not only with the aortic arch but 
also with a vessel (vertebral) which arose from 
the arch at this very point and ran headwards. 
Also present in the common thoracic cavity were 
2 tracheae, 2 oesophagi, 2 strikingly large 
thymus glands, and several large indefinitely 
placed lymphatic glands. 

Chief interest centres round the presence of 
abdominal organs in the common thoracic 
cavity, and continuity was seen to be established 
through the diaphragmatic hiatus between the 
anomalously placed parts of the intestinal 
tracts. In the thorax (right twin) was located a 
fully formed stomach connected to which by a 
mesentery was a complete spleen. Proceeding 
from the (right) stomach was a duodenum 
followed by a jejunum which in turn was con- 
tinuous with the subdiaphragmatically placed 
proximal ileum via the aforementioned hiatus. 
A 2-inch long pancreas was contained in the 
concavity of the duodenum (Fig. 9). 

Below the diaphragm was a common abdo- 
minal cavity. One completely developed liver, 
with a single gall-bladder, was common to both 
twins. The stomach of the left twin was nor- 
mally situated. The duodenum (with a pan- 
creas), jejunum and proximal ileum, all of the 
left twin, plus proximal ileum of the right twin, 
sprawled in the shape of unruly coils all over 
the place. The right twin’s proximal ileum 
and the left twin’s proximal ileum ultimately 
opened independently and about | inch apart 
into a meconium filled capacious common 
umbilical sac, from the apex of which a 
common Meckel’s diverticulum passed to the 
single umbilicus where it entered into con- 
tinuity with the common umbilical cord. From 
the distal aspect of this common umbilical sac 
a common distal ileum descended into the pelvic 
cavity whence it ascended to join a common 
caecum located normally in the right iliac fossa. 
A single small curled common appendix was 
present, post-caecally placed and provided with 
an ample vascular mesentery (Fig. 7). 

The ascending, transverse, descending and 
pelvic colons (marked by the usual characteris- 
tics), rectum and anal canal were all of normal 
calibre. The anal orifice was patent and placed 
medianly immediately in front of the root of 
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the rudimentary penis. The arrangement of 
structures in the anal triangle was anal orifice, 
rudimentary penis, and rudimentary third lower 
limb, anteroposteriorly and caudo-cranially in 
the order named. 

To summarize, there was duplication of the 
upper alimentary tract coupled with a common 
lower alimentary tract, the line of demarcation 
between the two taking the form of a common 
umbilical sac, or more emphatically phrased. 
duplication was present in the shape of 2 
oesophagi, 2 stomachs, 2 duodena, 2 jejuna and 
2 proximal ilea. A common alimentary tract 
connected indirectly with the 2 proximal ilea 
via the common umbilical sac, whilst away from 
the sac proceeded a single common distal ileum 
to the single large bowel. 

Embryonically, there was a duplication of the 
foregut and the proximal part of the midgut, 
but the distal part of the midgut and the hind- 
gut have remained single. The whole thing is 
Suggestive of an abortive attempt at the pro- 
duction of 2 separate and complete alimentary 
tracts. 

There were 3 kidneys present, all fully de- 
veloped, conspiciously lobulated and subdia- 
phragmatically situated. The right kidney rested 
on the right kidney bed which was made out of 
the psoas and quadrants lumborum muscles plus 
the adjacent part of the diaphragm. The left 
kidney was located likewise. The third or inter- 
mediate kidney was precariously placed, desti- 
tute of a kidney bed in the interval between the 
converging vertebral columns, and in front of 
the fused right and left lower lumbar transverse 
processes (Fig. 11). The right kidney received 
its artery from the left side of the left abdominal 
aorta, whilst the intermediate kidney received 
the adjacent part of the diaphragm. The left 
minal aorta. The right renal vein and that of 
the intermediate kidney both ended in the left 
inferior vena cava. The left and intermediate 
kidneys would appear to belong to the left twin. 
In this connexion it is to be noted also that the 
2 asymmetrical lungs were located in the left 
twin’s side of the common thoracic cavity. 

All the kidneys were capped by conspicuous 
suprarenals. The ureters of the right and left 
kidneys proceeded normally to a common com- 
plete urinary bladder located behind the common 


| 
fr 
; 
4 
— 


Vg 
xipueddy 


ene 
2/27 
wmboaydory 
wnuopengy 


snbvydosag 


\ 
4 
~ pr) 
™“ 
7 § 
R 
8 
& ES 


a 

| 

if 
| 

{ 

\ 

| 


+ 


dooT 


\ 


wmboaydvig 


YIDUIORS 


wboayadn: 


( 


\ 


wboydoip 
2IDUIOZS 


3 
4 
\ 


PUY 


\ UINJOIIC PUY 


sine 


—_ 


¢ 
\ 
q \ = : 
Ww), 
\ 
a“ 
a LY 

“4 \ 4 
> 
; ~ = ~~ 


THORACOPAGUS 


Transversus 


Abdominis “ 


Quadratus 
Lumborum 


symphysis pubis. The ureter of the third or 
intermediate kidney (with satellite vas deferens) 
disappeared into the pelvic depths between the 
bladder and the rectum and entered the back 
about half-way down, of small, squarish, semi- 
solid structure strikingly suggestive of a uterus 
because of its feel, appearance and position. 
Remembering that instances are on record of 
variations in the ureteric Opening Occurring, we 
found the ureters entering the seminal vesicles, 
the rectum, the vagina and the uterus, and re- 
calling also that in the Asiatic lemur-loris gracilis 
the female urethra forms a canal which opens 
on the extremity of the clitoris, we had some 
difficulty in definitely establishing the identity 
of the structure. However, the passage of a fine 
wire through the canal of the clitoris-like body 
into the cavity of the aforementioned structure, 
coupled with careful dissection and microscopic 
section, conclusively demonstrated that they 
were nothing other than rudimentary urinary 
bladder and miniature penis (Fig. 10). The tiny 
interior of the bladder was characteristically 
rugose and exhibited a smooth area in the shape 
of an attempt at trigonal formation between the 
single pinpoint-like orifice of the urethra of 
the second penis (which as already stated was 
situated immediately behind the anal orifice.) 
The urethra leading from the normal bladder 
was surrounded by an easily defined and well 
proportioned prostate. Its membranous and 
spongy portions traversed respectively the deep 
perineal pouch and the corpus spongiosum penis. 
Two large pea-shaped prostatic lobules bilater- 
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ally abutted against the beginning of the urethra 
of the rudimentary penis, and they appeared to 
be united only dorsally by a delicate isthmus- 
like strand. Thus here, unbidden and unsought, 
did a providential, thought-provoking loophole 
present itself and also the opportunity for the 
reflection that, if only this admirable arrange- 
ment obtained in the male of the human species 
throughout the allotted span, it would certainly 
be one devoutly to be wished instead of the 
diabolical, unpredictable protector (Gr. pros- 
tates, a protector) in the shape of the potentially 
vice-like contraption that normally exists there. 
Cromwell, the Protector of the Commonwealth, 
bawled out concerning the unnecessary parlia- 
mentary mace “take away the bauble.” If 
mighty Nature itself—that one vast theatre of 
plot and counterplot—during the course of its 
evolutionary circle would decide to take away or 
even curb the powers of bladder protector what 
an immeasurable amount of misery would the 
“paragon of animals” be spared. In the 
stallion, the bull, and the boar, animals of the 
so-called lower order, that can execute their jobs 
in a manner unmistakably soul-satisfying to 
the interested parties, the prostate functions 
efficiently and expeditiously without its wholly 
or sO uncompromisingly embracing the begin- 
ning of the urethra. In the stallion at any rate 
it consists of two lateral lobes and an isthmus 
whose arrangement as regards the adjacent 
genito-urinary structure is one reminiscent of the 
relationship of the human thyroid to the 
trachea. 

Man and his faithful ally, the dog, share the 
same fate—they are put in the straitjacket, so 
to speak—victims of the completely investing 
prostate. 

To return to Mother Earth, in the shape of 
the double monster 3 testicles were found. One, 
right-sided, undescended, lay in the pelvis; 
another, left-sided, had descended into the 
scrotum to whose floor it was fixed by a well- 
defined gubernaculum. A third testis was in the 
immediate vicinity of the third or intermediate 
kidney. The right vas deferens linked up with 
a seminal vesicle located normally between the 
fully formed bladder and the rectum. The left 
vas deferens emerged from the deep inguinal ring 
and connected with a seminal vesicle located 
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deeply in the pelvis between the rudimentary 
bladder and the lower reach of the rectum. The 
intermediate vas deferens ran alongside the 
related ureter and linked up with an incon- 
spicuous seminal vesicle behind the rudimentary 
bladder. Summarized there were 3 testis, 3 
vasa deferentia, 3 vesiculae seminals, 2 bladders 

one normal, the other hypoplastic. The 
skeleton was not subjected to maceration but 
it can be visualized in terms somewhat similar 
to that of the Sardinian Ritta Christina depicted 
(Fig. 46) in that monumental work entitled 
Anomalies and Curiosities of Medicine (1900) 
by Gould and Pyle. 

Peratological terminology is not standardized 
and is therefore somewhat confusing. Accord- 
ing to authorities in the matter the specimen 
under review could be appropriately labelled 
duplicatus anterior, or thoracopagus ‘ten, 
1947), or dicephalus (Mahfouz, 1949). Puttea 
says that lateral fusions do not readily cad 
themselves to designations with the pagus suffix 
so useful with the more localized unions, and 
that it is customary to name them on the basis 
of the part which remains double, duplicatus 
anterior or duplicatus posterior. Dispensing 
with terminological inexactitudes and thinking 
in terms of the zipfastener, one feels tempted to 
coin one’s own term “ thoraco-abdominopagus,” 
but in the absence of authoritative sanction one 
has to plump for the label dicephalus believing 
at the same time that it is neither comprehensive 
nor explanatory enough. 


DousLe MONSTER THEORIES 


Mahfouz is very non-commital in his state- 
ments. The exact mode of origin of the double 
monster is still obscure, and it is still an open 
question whether they are the union or division 
of embryonic rudiments. Our knowledge of the 
ultimate causes of double monsters is still of 
a very hypothetical nature. From clinical and 
experimental evidence trauma of various nature 
appears to be the most important. Whether 
physical, chemical and osmotic conditions, 
which certainly play a part in experiments on 
animals, also have an influence in the case of 
human subjects is still more doubtful (Keith, 
1948). When the primitive streak appears on 
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Division of the embryonic plate forming 
imperfect twins showing intermediate union. 


the embryonic plate of the human ovum, the 
centre of dominance is at the anterior or cranial 
end, which centre is also the site of greatest 
metabolic activity. If the organising centre 
be damaged then two centres of dominance 
may appear at the anterior end of the primitive 
streak with the result that a double embryonic 
area is produced (Fig. 12). The embryo may 
be fused or conjoined in many different ways 
giving rise to various kinds of double monsters. 
Such monsters represent different attempts to 
produce twins. 

Patten considers it a monovular twinning 
process which had gone awry. He suggests that 
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this type of twinning process in man must 
involve either a separation of the growing cluster 
of totipotential cells within the young blastocyst 
in the inner cell mass stage or their regrouping 
at a slightly older stage around two centres of 
differentiation in the embryonic disc, or a second 
possibility in the shape of a splitting of the axial 
area of differentiation after it is established in 
the embryonic disc. It is moreover by no means 
improbable that the time at which separation 
occurs may be a critical factor in determining 
whether normal twins or a double monster will 
result. Certainly early and complete separation 
of the inner cell would seem to offer better 
possibility for the formation of two complete 
and independent individuals, and relatively late 
and incomplete splitting of the inner cell mass 
would more likely result in the formation of 
conjoined twins. 


We have to acknowledge our indebtedness to 
Professor A. K. Henry for facilities and 
assistance afforded in connexion with the 


dissection. Dr. P. J. Murray also gave unstinted 
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and very valuable help with the dissection and 
in the solution of some problems arising during 
its course. We thank Dr. Desmond Carney for 
enlisting our help at the onset of difficulty in 
this unusual case, and Dr. R. W. Shaw for his 
skill in the administration of two excellent 
anaesthetics. 
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ALTHOUGH oOliguria and anuria must have 
occurred in obstetrics throughout the centuries 
it was not until the very end of last century that 
attention was focused on this condition by 
Bradford and Lawrence in 1898 when they re- 
ported a case of renal cortical necrosis in a 
pregnant woman. This was 12 years after the 
first report of renal cortical necrosis in a non- 
pregnant patient by Juhel-Renoy (1886). 

Many cases of renal cortical necrosis com- 
plicating pregnancy were reported thereafter, 
and it became the custom to diagnose renal 
cortical necrosis in any pregnant patient with 
anuria or oOliguria even before the patient 
succumbed pathological examination 
became possible. In recent years there has been 
an attempt to differentiate the various causes of 
oliguria in the puerperium. The classification 
has been made on a strictly pathological basis 
and two main lesions are now recognized, 
namely bilateral cortical necrosis and lower 
nephron nephrosis. 

rhe latter lesion is not a recent discovery, 
as it was noted during the first world war 
(Minami, 1923) but was lost sight of between 
the world wars. Essentially the lesion is a 
degeneration of the distal part of the tubules 
associated with a particular type of pigment 
casts in the tubules. The lesion was first des- 
cribed in association with crushing injuries, and 
similar or identical lesions have since been 
described in association with burns (Goodpastor 
et al., 1946; Lund ef al., 1946), transfusions 
with incompatible blood (Ayer and Gauld, 1942; 
Daniels et al., 1941, de Navasquez, 1940, Foy 
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et al., 1944; French, 1946, Luetscher and Black- 
man, 1943), and poisoning with chemicals (Foy 
et al., 1943; Gruber, 1934). 

The first reference to comparable lesions in 
obstetric practice was by Fahr in 1934, when 
he described the renal pathology in a case of 
eclampsia. Bratton reported similar renal 
lesions in cases of septic abortion in 1941 and 
in the same year Young and McMichael des- 
cribed an apparently similar type of lesion in a 
case with difficult labour and severe shock. In 
1942 Young reported the lesions in 3 cases of 
accidental haemorrhage and the lesion was 
again reported in a case of concealed accidental 
haemorrhage by Paxson ef al. in 1946. A case 
of criminal abortion showing similar renal 
lesions was described by Young and Walker in 
1947. 

All of these cases were confirmed by histolo- 
logical examination of the kidneys, but some 
cases have been designated “lower nephron 
nephrosis ” without histological confirmation 
(Young and McMichael, 1941; Paxson et al., 
1946; Humphrey and Jones, 1947; Guyer and 
Lauson, 1950). 

Both the terms “lower nephron nephrosis ” 
and renal cortical necrosis have been used to 
indicate clinical conditions whereas, in fact, the 
terms relate to pathological entities. The 
diagnosis of either of these pathological 
entities before histological examination is 
carried out is extremely difficult, if not impos- 
sible. Until the rise in temperature which 
occurs in cases of renal cortical necrosis on the 
2nd or 3rd day was described by MacGillivray 
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(1950) the only claim to differential diagnosis 
was by Kellar and Arnott (1932-3) and 
Gibberd (1936), who emphasized the grossly 
bloody state of the urine as diagnostic of renal 
cortical necrosis. However, it is well known 
that a grossly bloody urine can occur in 
association with “ lower nephron nephrosis.” 
From a perusal of recent literature it can be 
seen that the assumption has steadily grown 
that “lower nephron nephrosis” is a distinct 
clinical entity unrelated to renal cortical necrosis; 
that the two conditions arise from different 
causes; and that the clinical pictures and patho 
logical processes differ. Nevertheless, exami- 
nation of case records and of reports in the 
literature indicates many similarities between 
cortical necrosis and “lower nephron nephro- 
sis” which may have an aetiological signific- 
ance, and with a view to investigating the 
possible assocation between the two lesions the 
histories of 10 patients who had died of renal 
insufficiency and whose kidneys showed the 
changes usually described as “lower nephron 
nephrosis ” were analysed. The 10 patients had 
died in the Glasgow Royal Maternity and 


Women’s Hospital between 1936 and 1948. 


CLINICAL FEATURES 

Case 1 was a multipara, aged 37 years. She had 
7 full-time, normal pregnancies, and 3 abortions. She 
had previously suffered from pulmonary congestion 
but her health during the pregnancy was good. The 
duration of pregnancy was 40 weeks. Labour was 
obstructed due to malpresentation and, after 234 
hours in labour, internal version was performed under 
chloroform anaesthesia and delivery completed 
spontaneously. Uterine sepsis developed and the 
temperature was elevated throughout. There was a 
slight haemorrhage and the patient became shocked 
after delivery and the duration of shock was estimated 
to be 12 hours. The blood-pressure during the shock 
phase was 90/45 mm.Hg. One pint of plasma and 1 
pint of blood were administered. Ergometrine was 
given. The onset of oliguria was immediate and con- 
tinued until the 8th day, when the patient died. The 
average daily output of urine was 5 ounces. Glucose 
20 per cent and 50 per cent was administered intra- 
venously. The patient vomited for the first 2 days 
and was drowsy from the 3rd day onwards. She had 
no hiccough. The maximum blood urea recorded was 
480 mg. per cent. 


Case 2 was a multipara aged 37 years. She had had 
6 full-time normal pregnancies. Rheumatic fever was 
the only previous illness. For the last 4 weeks of the 


pregnancy the patient had had hypertension, oedema 
and albuminuria. When 40 weeks pregnant she 
developed concealed accidental haemorrhage. After 
a labour of half-an-hour she had a spontaneous 
delivery. The patient became shocked, the blood- 
pressure being 110/70 mm.Hg, and shock lasted for 
12 hours. Blood and plasma transfusions were given. 
Pitocin 0.25 ml. was administered 4 times to induce 
uterine contractions. The onset of oliguria was 
immediate and lasted for 9 days. The patient survived 
for 12 days and during the last 3 her output measured 
23, 30 and 33 ounces respectively. The average daily 
output of urine during the phase of oliguria was 9 
ounces. Glucose 10 per cent and 50 per cent was ad- 
ministered intravenously during the phase of oliguria. 
The temperature was elevated to 99°F. on the 3rd day 
only. Vomiting was present during the whole course of 
the illness. Hiccough developed on the 11th day and 
the maximum blood urea recorded was 340 mg. per 
cent. The blood-pressure was 110/70 mm.Hg on the 
Ist day and did not exceed 125/70 on any subsequent 
day. 


Case 3 was aged 36 years. She had had one normal 
full-time pregnancy and a thyroidectomy had been 
performed for thyrotoxicosis. Her health during 
the pregnancy had been good until the 39th week when 
she had a severe haemorrhage from a_ placenta 
praevia. Labour had not commenced and a 
Caesarean section was performed under nitrous oxide, 
oxygen and ether anaesthesia. The blood-pressure 
fell to 100/64 and shock lasted for about 12 hours. 
A blood transfusion was given. At operation 1 ml. 
pituitrin was injected into the uterine muscle. The 
onset of oliguria was immediate and this continued 
until death on the 8th day. The average daily output 
of urine was 3 ounces. Sodium sulphate and 50 per 
cent dextrose were given intravenously. The tem- 
perature was not elevated at any time. Vomiting 
occurred on the 3rd, 4th and Sth days. There was 
no hiccough or drowsiness. The maximum blood 
urea was 376 mg. per cent. The blood-pressure rose 
to 120/90 mm.Hg on the 3rd day and 150/100 on the 
7th day. 


Case 4 was a multipara, aged 34 years. She had 
had 2 normal full-time pregnancies and one com- 
plicated by eclampsia. She had no other previous 
illnesses. During the pregnancy she developed 
hypertension, albuminuria, and oedema; and in the 38th 
week of pregnancy 4 eclamptic convulsions occurred. 
She was delivered spontaneously after a labour lasting 
half-an-hour. Morphia was administered during the 
fits and an injection of ergometrine after the delivery. 
The onset of oliguria was immediate and lasted until 
death on the 9th day. The average daily output of 
urine was,5 ounces. The temperature was elevated 
for the first 3 days and vomiting was present through- 
out. There was terminal drowsiness. The initial 
blood-pressure was 180/110 mm.Hg, and this fell to 
130/90 on the 4th day. 
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Case 5 was aged 36 years. The only previous preg- 
nancy was terminated after 7 months gestation because 
of “kidney trouble". She had had scarlet fever in 
childhood. For one week prior to the onset of mixed 
accidental haemorrhage there was hypertension, 
albuminuria and oedema. The duration of pregnancy 
at that ume was 30 weeks. A spontaneous delivery 
occurred after a labour lasting 18 hours which was 
induced by 4 injections of 0.25 ml. of pituitrin. Blood 
loss was severe. The blood-pressure fell from the 
previous level of 170/120 mm.Hg to 130/70 mm.Hg, 
and the duration of shock was estimated at 8 hours. 
Blood transfusion was given and ergometrine was 
injected intramuscularly after delivery. The urinary 
output was apparently satisfactory until the 6th day 
after the phase of collapse but during the next 2 days, 
until death on the 8th day, there was oliguria, the 
average daily output being 144 ounces, The tempera- 
ture was not elevated but vomiting was present 
throughout. The initial blood-pressure was 130/70 
mm.Hg and this did not rise above 135/80 mm.Hg 
on any subsequent day. 


Cuse 6 was a primigravida, aged 41 years, who 
had had no previous illness. During the pregnancy 
the blood-pressure was noted to be 180/120 mm.Hg. 
Labour commenced in the 40th week of pregnancy and 
after continuing for 104 hours delivery was effected 
with forceps under chloroform anaesthesia. Shock 
developed after the delivery and continued for 32 
hours. The blood-pressure at this time was 35/? 
mm Hg. Pituitrin 0.5 ml. was injected after delivery 
and a blood transfusion of 2 pints given. Oliguria 
was immediate in onset and continued until death on 
the 3rd day, the average daily output being 4 ounces. 
Peritonitis developed and the temperature was elevated 
throughout. Vomiting was persistent and hiccough 
was present. There was terminal drowsiness and the 
maximum blood urea was 144 mg. per cent. The 
blood-pressure on the 3rd day was 65/40 mm.Hg. 


Case 7 was a primigravida, aged 22 years. She had 
had no previous illness but developed hypertension, 
oedema, and albuminuria during the pregnancy. In the 
36th week of pregnancy she had 22 eclamptic con- 
vulsions She died undelivered 4 days later 
Oliguria was present for the 4 days and the average 
daily output of urine was 1} ounces. The patient did 
not regain consciousness and the temperature was 
elevated throughout The initial blood-pressure of 
170/120 mm. He was maintained for 3 days but on 
the 4th day it fell to 120/90 mm.Hg 


Case & was a multipara of 38 years with 7 previous 
full-time normal pregnancies. Her previous health 
had been good, but for the last 3 months of the preg- 
nancy she had hypertension, albuminuria, and oedema. 
She had § eclamptic convulsions at term and died 
undelivered on the 3rd day The convulsions were 
controlled with magnesium sulphate and chloroform 
The onset of oliguria was immediate and continued 
for 3 days. The average daily output of urine was 
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4 ounces. The patient remained unconscious and the 
temperature was elevated throughout. The maximum 
blood urea was 156 mg. per cent. The initial blood- 
pressure was 215/140 mm.Hg. 

Case 9 was aged 35 years. The previous health had 
been good, but she had had 6 abortions. She had 
no antenatal care and was admitted to hospital after an 
eclamptc convulsion. Eight further convulsions 
occurred in hospital and paraldehyde was adminis- 
tered. She survived for 3 days, during which time 
oliguria was present. The average daily output of 
urine was 6 ounces. She remained unconscious and 
the temperature was elevated throughout. The blood- 
pressure was 120/90 mm.Hg on the Ist and 2nd days. 

Case 10 was aged 24 years, and had had 1 pre- 
vious, normal, full-time pregnancy. Her previous 
health had been good. After a spontaneous delivery 
at term the placenta was retained. Haemorrhage was 
severe and shock lasted for 8 hours. A transfusion 
of 2 pints cf blood was given. She survived for 5 
days, during which time oliguria was present, the 
average daily output of urine being 5 ounces. There 
was drowsiness from the 3rd day onwards and there 
was a terminal rise in temperature. The blood-pressure 
could not be recorded on the Ist day but was 110/60 
mm.Hg on the 3rd and Sth days. 


SUMMARY OF CLINICAL FEATURES 


Age. Although the ages ranged from 22 to 
41 years the majority were in the higher age 
group, the average age being 34 years. 

Parity. There were 2 primigravidae (Cases 
6 and 7) and the other 7 patients had had one 
or more pregnancies. 


Obstetric histories. Of the 8 patients with 
previous pregnancies, one (Case 9) had had 6 
abortions and no full-time pregnancies, and one 
(Case 1) had had 7 full-time pregnancies and 3 
abortions. One patient (Case 4) had eclampsia 
in a previous pregnancy, and in another (Case 5) 
“kidney trouble” led to termination of a 
previous pregnancy in the 7th month of gesta- 
tion. The other 4 patients (Cases 2, 3, 8, and 
10) had had normal, full-time pregnancies. 


Personal history. There was nothing signifi- 
cant in the previous medical histories of these 
patients. 

Health during pregnancy. There was nothing 
untoward noted in the health of Cases 1, 3, and 
10, until after they had been delivered. 
Eclamptic convulsions occurred in Case 9 before 
delivery. The other 5 patients (Cases 2, 4, 5, 7, 
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and 8) had signs and symptoms of pre-eclamptic 
toxaemia. There was hypertension ranging 
from 180/110 mm.Hg in Case 4 to 215/140 
mm.Hg in Case 8. Albuminuria was present in 
all these patients and oedema was present in 
Cases 2, 5,7, and 8. The duration of the signs 
and symptoms varied from one week in Case 5, 
to 3 months in Case 8. One patient (Case 6) 
had hypertension (180/120 mm.Hg) without 
albuminuria or oedema. She received 4 ml. 
pituitrin after delivery while she was in a state 
of shock. 

Duration of pregnancy. The length of gesta- 
tion varied from 30 to 40 weeks, the average 
being 38 weeks. 

Duration of labour. Three patients (Cases 3, 
7, and 8) were not in labour. The duration of 
labour in the other 7 patients varied from a 
half-hour in cases 2 and 4, to 104 hours in 
Case 6. Labour lasted 234 hours in Case 1, and 
18 hours in Case 5. The length of labour in 
cases 9 and 10 was unknown. 

Delivery. Spontaneous delivery occurred in 
5 patients (Cases 2, 4, 5, 9, and 10), and 2 


patients were undelivered (Cases 7 and 8). 
Internal version was performed in Case 1 for a 
transverse lie and a spontaneous breech delivery 
occurred. The child was delivered by Caesarean 
section in Case 3 and by forceps in Case 6. 


Anaesthetics. Chloroform was employed in 
3 cases (Cases 1, 6, and 8) and nitrous oxide, 
oxygen and ether in 1 case (Case 3). 


From the case histories it is apparent that 
the cases formed 4 groups, namely, accidental 
haemorrhage, eclampsia, dystocia with sepsis 
and haemorrhage of non-toxaemic origin. The 
predisposing factors may therefore be said to be 
hypertensive toxaemia (assuming that accidental 
haemorrhage is associated with toxaemia), 
collapse due to exhaustion and sepsis, and 
haemorrhage. 


Clinical Progress 

In all patients, apart from those suffering 
from eclamptic fits, there was a phase of col- 
lapse or “ shock”. The severity could not be 
estimated, but the duration was determined with 
a fair degree of certainty. It ranged from 8 


hours in Cases 5 and 10, to 12 hours in Cases 1, 
2, and 3, and 32 hours in Case 6. All 6 cases 
showing collapse were given blood transfusion. 
There was no evidence of incompatibility. 


Oliguria 

The onset of oliguria occurred immediately 
after the occurrence of eclampsia or shock in 
all cases but one (Case 5). The urinary output 
of this patient was apparently satisfactory until 
the 6th day after the phase of collapse, but 
during the next 2 days there was severe oliguria. 

The duration of oliguria varied from 2 to 9 
days, the average being 5} days. Urinary output 
averaged | to 6 ounces in individual cases. The 
oliguria continued until death ensued with the 
exception of one case (Case 2). This patient sur- 
vived for 12 days and during the last 3 her out- 
put measured 23, 30, and 33 ounces respectively. 


Survival Time 

The average survival time was 64 days, but in 
individual cases it varied from 3 to 12 days. Of 
the 3 patients who died in 3 days the first (Case 
6) died of peritonitis, the second (Case 8) of 
cerebral haemorrhage, and the third (Case 9) 
remained comatose after eclamptic convulsions 
until death. 


Blood-pressure 

There did not appear to be any direct 
relationship between the blood-pressure read- 
ings and the other clinical features. 


Vomiting 

Vomiting occurred throughout the whole 
course of the illness in 4 cases (Cases 2, 4, 5, 
and 6). It may be noted that 3 of these patients 
had severe hypertensive toxaemia which ended 
in accidental haemorrhage in 2 cases and 
eclampsia in the 3rd. The 4th patient suffered 
from peritonitis in the puerperium. Vomiting 
was present for the first 2 days in Case | and on 
thé 3rd, 4th, and Sth days of oliguria in Case 3. 


Drowsiness 

Cases 7, 8, and 9 did not regain consciousness 
after the eclamptic convulsions and continued in 
coma until death. Drowsiness was marked from 
the 3rd day onwards in Cases | and 10, and it 
occurred as a terminal event in Cases 4 and 6. 
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There was no mention of drowsiness in Cases 2, 
3, and §. 


Hiccough 
This only occurred in 2 cases: on the 2nd 


day in Case 6 and on the 11th day in Case 2. 


Temperature 

In 2 patients (Cases 3 and 5) the temperature 
remained within normal limits. The temperature 
was elevated throughout the illness in Cases 1, 
6, 7,8, and 9. Of these, Cases 1 and 6 had gross 
sepsis, and the other 3 had eclamptic fits and 
survived for only 3 or 4 days. In Case 4, also an 
eclamptic, the temperature was similarly elevated 
for 3 days, but it fell and remained within 
normal limits for the remainder of the illness. A 
terminal rise in temperature occurred in Case 10. 
In Case 2 there was a rise in temperature on the 
3rd day only. 


Bk Urea 

The terminal levels of blood urea in Cases 1, 
2, 3, 4, 6, and 8 were 480, 340, 376, 224, 144, 
and 156 respectively. 


Treatment 

At the time of delivery ergometrine was em- 
ployed in Cases 1, 4, and 5; pituitrin in Cases 3, 
5, and 6; and pitocin in Case 2. In the treatment 
of fits magnesium sulphate was given in Case 8 
and paraldehyde in Case 9. Blood transfusions 
were given in all cases of shock as already men- 
tioned. 

During the period of oliguria 6 cases (1, 2, 3, 
4, 5, and 9) received an excess of fluids by mouth 
and parenterally in the form of glucose and 
sodium sulphate in an attempt to establish 
diuresis. The remaining 4 patients had a rela- 
tively restricted fluid intake, but of these 4, 2 
were eclamptic with continual coma (Cases 7 
and 8) and | had a general peritonitis (Case 6). 

If we disregard Cases 7, 8, and 9, who suffered 
from eclampsia, and Case 6, who had general 
peritonitis, it is apparent that there is little that 
is distinctive in the symptomatology of this con- 
dition. Oliguria is the main feature. Vomiting 
and drowsiness may occur terminally. The tem- 
perature is elevated from the beginning in cases 
associated with eclampsia and sepsis but in 
others there was no change in temperature apart 
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from a slight rise in Case 2 on the 3rd day. The 
blood urea rises and the terminal value varies 
according to the length of survival. In other 
words, the clinical course is the same as that fol- 
lowing any case of urinary suppression. 


DIscUSSION 

Our discussion is concerned mainly with a 
comparison of the clinical features in so-called 
lower nephron nephrosis and cortical necrosis. 
This comparison falls naturally into two parts, 
namely the factors leading to the onset of oliguria 
and the subsequent clinical course in the two 
conditions. 

We have already detailed the predisposing 
conditions in the 10 cases of lower nephron 
nephrosis and, as stated, they are 3 in number, 
namely toxaemia, collapse due to exhaustion and 
sepsis, and haemorrhage. In passing, it may be 
noted that the occurrence of placenta praevia in 
Case 3 is not in accordance with Young’s state- 
ment (1942) that renal failure does not follow 
haemorrhage from this source. MacGillivray 
(1950) in reporting 8 cases of bilateral renal 
cortical necrosis found that the proximal cause 
was accidental haemorrhage in 7 and post- 
partum haemorrhage in 1. Duff and More 
(1941), in a survey of bilateral renal cortical 
necrosis, found reports in the literature of 48 
cases of this condition complicating pregnancy. 
In 15 cases the main aetiological factor was 
accidental haemorrhage. Eclampsia accounted 
for 12. Pre-eclamptic toxaemia was the cause 
given in 6. Sepsis appeared to be the decisive 
factor in 3. Haemorrhage from placenta 
praevia was responsible in 1 case. In 2 cases the 
cause given was thrombosis of the renal veins of 
unknown origin. In 9 other cases there was 
insufficient evidence to determine the aetiology. 
Since Duff and More’s survey 13 cases have been 
reported by other authors (Bruno, 1942; Sheldon 
and Hertig, 1942; Wells and Puumala, 1944; 
Pritzker and Rose, 1945: Tomlinson, 1945; 
Hertig, 1946: Hugin, 1946; Doniach and Walker, 
1946; O'Sullivan and Spitzer, 1946; Grasby, 
1947). Accidental haemorrhage occurred in 6 of 
these cases, sepsis in 3, eclampsia in 2, and 2 
suffered from pre-eclamptic toxaemia. The total 
number of cases of renal cortical necrosis 
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reported by these various authors is therefore 59. 
The predisposing factors can be determined in 
only 58 of these. Accidental haemorrhage was 
by far the most important single factor, account- 
ing for 28 cases. Fourteen patients suffered from 
eclampsia. Pre-eclamptic toxaemia occurred in 
8 cases. There were 6 cases of sepsis, and 
haemorrhage of non-toxaemic origin occurred in 
2. It is apparent from this that the pre- 
disposing factors in bilateral renal cortical 
necrosis are the same as those in our 10 cases of 
so-called “ lower nephron nephrosis ”. 

Although pre-eclamptic toxaemia, shock, and 
sepsis appear to be pre-disposing factors in both 
types of lesion, it should be noted that all three 
factors do not occur together in all cases of 
“lower nephron nephrosis”. Some cases have 
“shock ” or pre-eclamptic toxaemia alone while, 
in the cases of cortical necrosis reported by 
MacGillivray (1950), both toxaemia and shock 
appeared to be present in all cases. Four of our 
cases suffered shock unassociated with pre- 
eclamptic toxaemia, but it is interesting to note 
that 2 were complicated by sepsis and a third 
received an injection of Iml. pituitrin into the 
uterine muscle. Apropos of this, an interesting 
case of cortical necrosis was reported by Hertig 
(1946), in which the causal factor appeared to 
be the injection of 2 ml. pituitrin while the 
patient was in a collapsed state. The 4th case of 
non-toxaemic shock in the present series was 
due to haemorrhage alone, and no complicating 
factor was apparent. It is difficult to assess the 
importance of these various factors, but in our 
own cases where we have had personal experi- 
ence or access to all the facts, it would seem 
that in lower nephron nephrosis collapse was of 
moderate degree in cases of severe pre-eclampsia 
and conversely the pre-eclampsia was moderate 
in cases with severe shock. 

Duff and More (1941), in their survey of 
bilateral renal cortical necrosis, could find no 
constant or well defined clinical features which 
would help to distinguish this condition from 
other causes of acute renal failure. Oliguria or 
anuria was the predominant feature. No 
characteristic trend in blood-pressure could be 
observed. Drowsiness was not a marked 
feature and only occurred as a terminal event, 
except in pregnant individuals, where it was 


present as an aftermath of eclampsia. The 
duration of the disease varied greatly. Two 
patients died on the 2nd day, one patient sur- 
vived for 32 days, but the majority succumbed 
within a period of 4 to 12 days. Vomiting and 
hiccough were not of any importance. Duff and 
More summarized by stating that the clinical 
course in bilateral renal cortical necrosis is 
practically that which follows extirpation of the 
kidneys. 

It is apparent from the above that the clinical 
features are indistinguishable from those ex- 
hibited by patients suffering from lower nephron 
nephrosis. Kellar and Arnott (1932-3) and 
Gibberd (1936) have noted that gross haema- 
turia may occur in the very earliest phase of 
bilateral cortical necrosis, but the haematuria is 
known to occur in lower nephron nephrosis 
also. MacGillivray (1950) described an appar- 
ently characteristic temperature chart in cortical 
necrosis, consisting of a transient rise in tempera- 
ture on the 2nd or 3rd day of the illness. This 
rise in temperature is comparable with that 
occurring in cases of coronary thrombosis, and 
it appears to be the only reliable diagnostic 
feature so far described. There were variations 
in the temperature of 8 of the cases under con- 
sideration, but only Case 2 had the characteristic 
transient rise on the 3rd day, and it is interesting 
to note that this case showed thrombosis of 
occasional arterioles in the cortex. 

Despite the view that in obstetric practice 
“lower nephron nephrosis ” and renal cortical 
necrosis are two distinct entities, it is apparent 
from the above short comparison that the two 
conditions have much in common and are closely 
related. This applies not only to the clinical 
course of the disease but also to the factors 
which predispose to the onset of renal failure, 
and both conditions probably represent varying 
degrees of the same pathological process. 

If this view proves to be true, and there is 
considerable support for it, its importance must 
be stressed since it would be possible to make 
a detailed study of the aetiological factors over 
a wider field in obstetrics than is at present 
possible. 

While the use of these two terms, lower 
nephron nephrosis and renal cortical necrosis, 
may be of value in determining prognosis, the 


- 
. 
. 
\ 
\ 


58 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


former has little to recommend it apart from 
its attractive alliteration. 


SUMMARY AND CONCLUSIONS 
1. Ten cases of renal insufficiency with renal 
lesions similar to those usually described as 
“ lower nephron nephrosis” have been analysed. 


2. The similarities in the predisposing con- 
ditions of “ lower nephron nephrosis ” and renal 
cortical necrosis have been demonstrated. 


3. The clinical features of “lower nephron 
nephrosis” and cortical necrosis have been com- 
pared and found to be similar, apart from the 
rise in temperature occurring on the 2nd or 3rd 
day of oliguria in cases of cortical necrosis. 

4. One interesting case has been described in 
which there are the changes associated with 
“lower nephron nephrosis,” but in addition 
there is thrombosis of occasional cortical arteri- 
oles. In this case there was a rise in temperature 
similar to that found in cases of cortical necrosis. 


5. Another case is described in which the 
kidney function recovered but the patient died 
because of the inability to excrete sufficient toxic 
elements. 

6. It is tentatively suggested that “lower 
nephron nephrosis ” is a milder degree of renal 
cortical necrosis. 

7. A plea is made for the abolition of the 
term “lower nephron nephrosis ” as a clinical 
diagnosis and the use of the term “ renal insuf- 
ficiency ” in all cases except where there is a 
rise of temperature on the 2nd or 3rd day of 
oliguria. 


REFERENCES 


Ayer, G. D., and Gauild, A. G. (1942): Arch. Path., 
33, 513 

Bradford, J. R., and Lawrence, T. P. W. (1898): J 
Path. Bact., §, 189. 

Bratten, A. B. (1941): Lancet, 1, 345. 

Bruno, F. E. (1942): New Orleans med. J., 94, 596. 

Daniels, W. B. Leonard, B. W., and Holtzman, 
S (1941): J. Amer. med. Ass., 116, 1208 

Doniach, L, and Walker, A. H. C. (1946): J. Obstet. 
Gynaec. Brit. Emp., §3, 140 

Duff, G. L., and More, R. H. (1941): Amer. J. med. 


Sci., 201, 423. 


Fahr, T. H. (1934): in Henke, F., and Lubarsch, O.: 
Handbuch der speziellen pathologischen Anato- 
mie und Histologie... Vol. 6, Parts 1/2, p. 143. 
Berlin, Springer. 

Foy, H., Altmann, A., Barnes, H. D., and Kondi, A. 
(1943): Trans. R. Soc. trop. Med. Hyg., %, 197. 

Foy, H., Gluckman, J., and Kondi, A. (1944): Trans. 
R. Soc. trop. Med. Hyg., 37, 303. 

French, A. J. (1946): Amer. J. Path., 22, 679. 

Gibberd, G. F. (1936): J. Obstet. Gynaec. Brit. Emp., 
43, 60. 

Goodpastor, W. R., Levenson, S. M., Tagnon, H. G.. 
Lund, C. C., and Taylor, F. H. L. (1946): Surg. 
Gynec. Obstet., 82, 652. 

Grasby, E. D. Y. (1947): J. Obstet. Gynaec. Brit. Emp., 
54, 203. 

Gruber, G. B. (1934) in Henke, F., and Lubarsch, O.: 
Handbuch der speziellen pathologischen Anato- 
mie und Histologie ... Vol. 6, Part 1. Berlin, 
Springer. 

Guyer, H. B., and Lauson, H. D. (1950): Amer. J. 
Obstet. Gynec., 60, 260. 

Hertig, A. T. (1946): New. Engl. J. Med., 243, 1416. 

Hugin, W. (1946): Gynaecologia, Basel, 121, 269. 

Humphrey, J. H., and Jones, F. A. (1947): Clin. Séi., 
6, 175. 

Juhel-Renoy, —. (1886): Arch. Gén. Méd., 17, 385. 

Kellar, R. J... and Arnott, W. M. (1932-3): Trans. 
Edinb. obstet. Soc., 53, 101. 

Luetscher, J. A., and Blackman, S. S. (1943): Ann. 
intern. Med., 18, 741. 

Lund, C. C., Green, R. W., Taylor, F. H. L., and 
Levenson, S. M. (1946): Surg. Gynec. Obstet., 
82, 443. 

MacGillivray, L (1950): J. Obstet. Gynaec. Brit. Emp., 
58, 92. 

McLetchiem, N. G. B. (1943): J. Path. Bact., 55, 17. 

Maegraith, B. G., and Findlay, G. M. (1944): Lancet, 
2, 403. 

Minami, S. (1923): Virchows Arch., 245, 247. 

de Navasquez, S. (1940): J. Path. Bact., 51, 413. 

O'Sullivan, J. V., and Spitzer, W. (1946): J. Obstet. 
Gynec. Brit. Emp., 53, 158. 

Paxson, N. F., Golub, L. J.. and Hunter, R. M. (1946): 
J. Amer. med. Ass., 131, 500. 

Pritzker, H. G., and Rose, R. (1945): Canad. med. Ass. 

Sheldon, W. H., and Hertig, A. T. (1942): Arch. Path., 
34, 866. 

Tomlinson, W. J. (1945): Amer. J. Obstet. Gynec., 
49, 236. 

Wells, A. B., and Puumala, R. W. (1944): Minnesota 
Med., 27, 375. 

Young, J. (1942): Brit. med. J., 2, 715. 

Young, J.. and McMichael, J. (1941): Brit. med. J., 
2, 887. 

Young, J., and Walker, A. H. C. (1947): J. Obstet. 
Gynaec. Brit. Emp., 54, 196. 


a 
i 
; 
— 
: La 


THE X-RAY DIAGNOSIS OF GENITAL TUBERCULOSIS 
BY 


SAMUEL Rozin, M.D. 


From the Gynaecologic-Obstetric Department, Rothschild Hadassah 
University Hospital, Jerusalem, Israel 


THE clinical diagnosis of genital tuberculosis 
in women is most difficult, even with the 
employment of all of the known diagnostic 
methods, such as histological examination of 
the uterine mucosa, inoculation of mucosal 
material into guinea-pigs, culture of tubercle 
bacilli from menstrual blood (Halbrecht, 1950), 
as well as cervical and vaginal smears. X-ray 
photographs of female genitalia, properly inter- 
preted, can be of great use in the diagnosis of 
genital tuberculosis. From our collection of 
2,500 hysterosalpingograms* we have selected 
all those cases in which genital tuberculosis was 
diagnosed on the basis of other known methods, 
such, as the demonstration of tubercle bacilli 
in the menstrual blood, or the histological 
diagnosis of endometrial tuberculosis or of 
tuberculosis of the tubes, supported by the 
anatomical examination of material obtained 
surgically. The following questions were posed 
in the analysis of the photographs : 

(a) Do characteristics peculiar to genital 
tuberculosis exist, which are specific for tuber- 
culosis, or do other inflammations of the genital 
organs present the same changes in the hystero- 
salpingogram? 

(b) What are the characteristics of hystero- 
salpingograms in cases of genital tuberculosis 
diagnosed by other, independent methods? 

(c) Is it possible to diagnose tuberculosis of 
the female genital organs by means of the 
hysterosalpingogram alone, without confirma- 
tion by other test methods? 


*The following preparations were employed in 
hysterosalpingography : 
(1) lodolipon 40 per cent “ Assia ", Chemical Labor- 
atories Ltd.. Tel Aviv. 
(2) Lipiodol 40 per cent, 
Co. Inc., New York 


“ Laffay E. Foucera & 
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The pathological-anatomical changes in the 
uterus and associated organs induced by tuber- 
culosis are as follows. The muscularis layer of 
the tubes is generally the primary site of the 
disease when it has been disseminated via the 
blood. Less frequently primary invasion of the 
tubercle bacillus occurs in the myometrium. 
The process spreads from the muscularis to the 
mucosa and the serosa. Another route of dis- 
semination is by the spreading of peritoneal 
tuberculosis. In such cases the serosa is 
attacked first, and later the muscularis and the 
mucosa. The uterine muscularis thickens as a 
result of inflammatory infiltration. With the 
development of the caseous process the muscu- 
lature is progressively destroyed, and the entire 
muscular organ becomes deformed. As a result 
of damage to the nerves, the uterus loses its 
ability to contract. Tuberculosis of the cervix 
uteri is rare, and comprises only about 2 per 
cent of the cases of genital tuberculosis (Held, 
1947). In consequence, the disease process in 
the cervix very rarely accompanies that in the 
corpus uteri, and the changes observed in the 
musculature of the body of the uterus are not 
found at this site. 

The same process occurs in the muscularis 
of the tubes as in the muscularis of the corpus 
uteri. As the process progresses to caseation, 
destruction ensues, and damage to the nerves 
leads to loss of peristaltic ability. Tuberculosis 
of the tubes is not marked by any specific 
picture, although the folds of the mucosa of the 
tubes may become adherent, and the lumen may 
be more or less obliterated. The ostium 
abdominale is generally occluded, while the 
fimbriae may remain open. When the tube wall 
becomes progressively infiltrated by the tuber- 
culous process, fibrous and calcified deposits 
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may occur in the tube lumen. Further, tuber- 
culous inflammation of the tubes may assume 
the form of sactosalpinx, or that of a sal- 
pingitis isthmica nodosa, or of chronic inter- 
stitial salpingitis; and tubular changes can 
therefore scarcely be differentiated from those 
occurring in other diseases (Novak, 1948). 
Anatomical-pathological changes may now 
be correlated with the hysterosalpingograms of 
tuberculosis of the genital organs, and the 
following characteristics may be enumerated : 


(a) Characteristics observed in hysterosalpingo- 
grams of tuberculous uteri. 

In a certain number of cases of endometrial 
tuberculosis, diagnosed histologically, a pecu- 
liar type of uterus was observed in hystero- 
salpingograms. The uterine cavity was dwarfed 
and shrivelled, with varying types of deforma- 
tion and irregularity in contour. In contrast to 
the triangular shape of the normally developed 
uterine cavity, a variety of deformations can be 
observed in these cases. Contractions of the 
muscular organ are quite absent, due to damage 
to the innervation (Figs. | and 2). In these uteri 
a characteristic disproportion was seen between 
the cervix- and the cavum-uteri, the cervix 
being 4 to 5 times as long as the cavum, due to 
the fact that the cervix is involved in uterine 
tuberculosis in only extremely rare cases (Held, 
1947). Often the cervical canal was greatly 
dilated, its contours becoming irregular. 

An additional characteristic of these uteri is 
the abnormal penetration of lipiodol into the 
lymphatic vessels. Even under normal pressure 
lipiodol was observed to penetrate into the veins 
and generally into the lymphatics (Drukman and 
Rozin, 1951) (cf. Fig. 2). Whereas in utero- 
venous intravasation the oil enters the veins or 
venous plexus and is very rapidly cleared away, 
in a number of cases we observed that the iodine 
oil remained in the corpus uteri and para- 
metrium as cloudy, ill-defined, or densely reti- 
cular shadows. The oil was not immediately 
transported, but a varying residue remained in 
situ for hours, days or weeks: and if it was 
removed it was eventually partially deposited in 
the lymphatic glands of the pelvis. In these 
cases penetration of the oil took place into the 
interstitium or lymphatic vessels, from which 
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the oil is slowly cleared away. Hence, oil-im- 
pregnated lymphatic glands were observable 
years later. This process is thus to be 
distinguished from venous intravasation in 
which rapid clearance into the blood-system 
occurred, and in which the oil disappears from 
the uterine and pelvic blood-vessels within a 
matter of minutes. Whereas intravasation is 
sometimes accompanied by severe secondary 
effects, the entire process of lymphatic transfer 
takes place locally in the small pelvis, and the 
patients do not suffer subjectively. 

Lymphatic transfer occurs in cases of patho- 
logical uterine changes resulting from inflam- 
matory and ulcerative processes in the uterine 
mucosa, inflammatory hyperplasia of the 
mucosa or destructive processes in the uterine 
muscle. All cases of lymphatic transfer were 
associated with tuberculosis of the uterus and 
obstruction of the tubes. 

Furthermore, when the uterus is filled to 
capacity with lipiodol, it is striking how little 
oil can be injected into such a uterus. The tubes 
are regularly occluded in these cases, the 
occlusion generally occurring in the interstitial 
portion. A striking feature in these cases of 
shrivelled uterine cavities revealed by hystero- 
salpingography is the fact that on palpation the 
body seems almost normal in size, as a result 
of inflammatory hypertrophy of the uterine 
musculature. 


(b) Characteristics observed in hysterosalpingo- 
grams in tuberculous salpingitis. 

Before each hysterosalpingography it is our 
routine practice to prepare as a control a film 
of the pelvis, in order to avoid any confusion 
with contrast objects, such as stones in the ureter 
or bladder, calcified myomata or dermoid in- 
clusions. In the course of these examinations 
before hysterosalpingography we observed 
several contrast shadows of varying size in the 
small pelvis. When these cases were later 
operated upon, it was possible to identify the 
cause of these shadows as calcified lymph nodes. 
Hysterpsalpingography was performed in these 
cases, and other symptoms of genital tubercu- 
losis were determined. A typical case in 
presented in Fig. 3. In X-ray photographs of 
certain cases of tuberculous salpingitis contrast 
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Long. broadened cervix, approximately § to 6 times as long as the uterine 

cavity, which is deformed, very small, and without any sign of muscular 

contractility Neither tube is demonstrated A tube stone in the right 
tube 
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Cervix long. cavum shrivelled and deformed. No sign of muscular con 
traculity. Demonstration of interstitial portion of the right tube with no 


sign of peristalsis. The lipiodol is beginning to penetrate into the lymphatic’ 


vessels of the muscle of the body of the uterus 
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Fi. 3 
Calcifications of varying size the peivis Caleitied ovary (extensive 
shadow) in the left portion of the pelvis. Several shadows ot calcitied 
lymph nodes. The cervix is long and dilated Ihe uterine cavity is small 
and is detormed in the shape of a tunne No evidence of muscular 
contractilit Demonstration of the interstitial portion of one tube 
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Uterine cavity of normal size. Both tubes occluded at the proximal ends, 
where lipiodol is irregularly dispersed in the form of a cloud. 


2 — 
= — 
{ 
4 
2 
— 
ie 
4 
— 


Fic. 


Right tube occluded ina small sack Left tube similar with irregular 


dispersal of lipiodo! 


Pouch-like dilatations of the ends of both tubes with saccuzated and 


> 
fringed edges. Tubes sealed. Small contrast shadows (? calcifications) 


in the small pelvis 
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Fic. 
I he rs » markedly dilated, but the uterimme cavity ts of normal size 
Both rminate in small pouches: sacculation on the right side ts 
sight. but is more extensive on the lett The lipiodol has intiltrated 


and appears as delicate fistulae 


Fic. 8 
Both tubes are completely sealed. The rnght tube is tilled through tts 
isthe portion with liprodol, and the oil bas percolated irregularly into 


the surrounding areca The left tube 1s markedly dilated, with s,mmetrical 


distribution of liprodol among the mucosal folds in the form of extremely 


delicate fistulac 
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shadows of varying shapes, straight, bent or 
curved, were seen throughout the length of the 
tubes. Upon operation of such cases hard 
thickenings were to be felt along the tubes, and 
on opening their lumen petrified bodies about 
1 cm. long were observed. These bodies in the 
tubes have been described by Zondek (1944) as 
tube stones (cf. Fig. 1). 

In many cases, although signs of calcification 
of the lymph nodes in the small pelvis were 
absent in hysterosalpingograms, tuberculosis was 
nevertheless demonstrated in __ histological 
preparations of the tubes* or on histological 
examination of the uterine mucosa. Typical 
changes were observed in the X-ray picture, 
and these may be made use of in the diagnosis 
of tuberculosis of the tubes. 

Hysterosalpingograms of tuberculous salpin- 
gitis vary as widely as do the anatomical- 
pathological changes in this condition. The 
following points were determined by hystero- 
salpingography: in practically no cases was 
contractility of the tubes demonstrable; the 
tubal lumen was changed to the extent that it 
was generally constricted, and broadened only 


slightly when filling of the tubes with lipiodol 


approached the endpoint. Furthermore, con- 
trast shadows at the tubal terminations were 
rarely sharply defined, but this site filled with 
lipiodol in an irregular manner and sometimes 
cast a contrast shadow resembling a cotton 
plug. Hypertrophy of the tubal mucosa was 
observed in most cases. This condition was 
demonstrable in the X-ray picture due to the 
fact that the lipiodol penetrated between the 
thick folds of the mucosa. A further feature of 
these cases was the fringed, pouch-like contours, 
with filling defects in the tube lumen. In this 
respect our results resembled those described 
by Magnusson (1947), Madsen (1947), and 
Ko-Chi Sun (1948). The tubes always appeared 
rigid, and some were occluded even in the 
isthmic region. 

Fig. 8 is particularly worthy of note. Here 
lipiodol is distributed among the mucosal 
folds in the form of delicate fistulae, and histo- 
logical examination of the preparations revealed 


*The cases were operated upon by Professor B. 
Zondek. 


tuberculous salpingitis. In another series of 
similar hysterosalpingograms, however, no 
characteristic signs of tuberculosis were revealed 
by histological examination. The explanation 
of such cases is provided by an editorial com- 
ment in Obstetric and Gynecologic Survey 
(1948): “ This appearance is the result of the 
marked proliferation and invaginating tendency 
of the tubal mucosa under the influence of 
chronic inflammation, so that one sees many 
gland-like lumina scattered throughout the 
muscularis. It may be assumed that every 
chronic inflammatory process can lead to such 
mucosal changes in the tubes; as, for example, 
salpingitis tuberculosis.” 

If the X-ray signs of tuberculosis of the 
genital organs be summarized in order to 
facilitate the diagnosis of genital tuberculosis, 
the following 11 signs may be respectively 
designated as probable (+), very probable 
(++), or reliable (+ + +): 


I. Probable and very probable signs 
(a) Uterus 

1. The cervix is long in proportion to the 
uterine cavity, which is small and deformed 
(deformed uterus). The tubes are regularly 
occluded (+ +). 

2. Utero-lymphatic 
(+ +). 

(b) Tubes 

3. The interstitial portion of the tubes is 
tightly sealed, with slight sacculation at the 
filling end of the tubes (+). 

4. No peristalsis occurs in the tubes, which 
are generally occluded in the midregion, with 
sacculation of the filling end of the tubes (+). 

5. The tubes are completely occluded or very 
dilated, with evidence of folds and niches 
resembling fistular canals (they may occur in 
in any type of inflammation of the tubes) (+ ). 

6. The tubes are narrow with no peristalsis; 
they are occluded from their abdominal end, ' 
with sacculation and lipiodol infiltration from 
the pouches (+ +). 

7. The tubes are occluded and narrow, with 
irregular shadows at the abdominal end, resem- 
bling cotton plugs (+ +). 

8. The tubes are terminally occluded. Fill- 
ing defects occur in the tube (+ +). 


intravasation occurs 
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Il. Reliable signs 

9. Tube stones (+ + +). 

10. Calcified glands in 
(++ +). 

11. Caleified ovary (+ + +). 

The X-ray diagnosis of genital tuberculosis 
may rest on one of the reliable X-ray signs, or 
on a combination of several auxiliary signs, each 
of which alone is characteristic but inadequate. 
The cases described may be analysed as in 
Table I. As may be seen from this table, the 
X-ray diagnosis of genital tuberculosis falls into 
3 classes : 

Group 1. Reliable diagnosis, comprising cases 
with a variety of signs, but including one of 
signs 9, 10, or 11. A single one of the reliable 
signs suffices for diagnosis. 


the small 


pelvis 


diagnosis if the X-ray signs are confirmed by 
case histories and other characteristic signs of 
the disease. 


SUMMARY 

Hysterosalpingograms of cases of tubercu- 
losis of the female genital organs are demon- 
strated, in which the diagnosis of tuberculosis 
was established on the basis of the follow- 
ing methods: histological examination of 
the uterine mucosa; inoculation of mucosal 
material into guinea-pigs; culture of tubercle 
bacilli from menstrual blood; as well as cervical 
and vaginal smears. 

The X-ray findings are classified from the 
diagnostic point of view in the following 3 
categories: (a) probable, (b) very probable, (c) 
reliable signs. 


Tasie | 


Analysis of the causes 


Signs 


Diagnosis 


Plate 


+++ 
++ 
++ 
++ 
+++ ? 
+> + 
+ 


probable sign 
very probable sign 


reliable sign 


Group 2. Very probable diagnosis, com- 
prising cases exhibiting one of signs 1, 2, 6, 7, 
or 8, but none of signs 9, 10, or 11. A diagnosis 
may, however, be considered quite reliable in 
the following circumstances: (a) in the presence 
of two or more very probable signs; (>) in the 
presence of one very probable and one or more 
probable signs. 

Group 3. Probable diagnosis, comprising 
cases exhibiting one of signs 3, 4, 5, but none of 
signs 9, 10, or 11. 

Cases included in Group 1 require no further 
tests for confirmation of the diagnosis. In 
Group 2, very probable cases of tuberculosis, no 
further tests are required for establishing a 


(a) Probable signs are tubal occlusion in the 
interstitial or midportion of the tubes, which are 
very constricted and devoid of peristalsis; or 
tubal niches at the abdominal end, resembling 
fistulae. 


(b) Very probable signs are a shrivelled, 
deformed uterus in which the corpus is approxi- 
mately one-fourth to one-fifth the length of the 
cervix; a tendency to lymphatic penetration of 
lipiodol and to tight closure of the tubes. The 
tubes are devoid of peristalsis or are saccu- 
lated, or cast non-homogeneous shadows resem- 
bling cotton plugs at their abdominal end; or 
exhibit filling defects in the tubal lumen. Two 
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or more of such signs may be considered the 
equivalent of a reliable sign. 

(c) Reliable signs are calcification of lymph 
nodes in the small pelvis; calcification and stone 
formation in the tubal lumen; and calcification 
of one or both ovaries. 


I am particularly thankful to Professor B. 
Zondek and Professor A. Drukman for making 
available to me the material used in this study, 
and for their constant interest and advice during 
the course of this study. 
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HYDRADENOMA was the term designated by 
Pick, in 1904, to describe certain vulval tumours 
of sweat-gland origin. In serial sections he was 
able to trace a sudiforous duct from the tumour 
to the skin surface. By 1940 Novak could find 
only 40 cases described in the literature, al- 
though in 1947 Cunningham and Hardy found 
reports of 80. In spite of this increased recogni- 
tion and a description of the tumour in certain 
textbooks, we have been able to find only one 
case recorded in the journals of this country, 
that described by Gilbert in 1941. Danforth 
(1943) expressed the opinion that the apparent 
rarity was due to non-recognition. 

During the 10-year period 1940-1950, 90 
simple cysts and neoplasms of the vulva (exclud- 
ing cysts of Bartholin’s glands and endo- 
metriosis) were submitted for histology at the 
Birmingham and Midland Hospital for Women 
and, of these, 12 (13.3 per cent) were typical 
hydradenomata (Table I). Simple excision was 
carried out in each case. 


Origin 

In discussing the origin of these tumours one 
must first mention the different types of skin 
glands. The mammary and sebaceous glands, 
the holocrine group, produce their secretions by 
desquamating their epithelial lining. Most of the 
sweat glands, on the other hand, formed by the 
merocrine group, are pure secreters. The other 
type of sweat gland, the apocrine group, add to 
their secretion extruded portions of cytoplasm. 
It is from this latter group that hydradenoma 
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usually arises, though origin from merocrine 
gland may occur. 

Gates, Warren, and Warvi (1943), in a derma- 
tological review of sweat-gland tumours, des- 
cribe the apocrine gland as occurring principally 
in the axilla, nipple, genital and anal regions, 
and along the course of the embryonic milk line. 
The glands do not mature until puberty and are 
said to be twice as common in women as in men. 
Novak and Stevenson (1945) mention the breast 
as the commonest site of occurrence of hydra- 
denoma, though Gates et al. (1943), in a review 
of 9 apocrine-gland tumours, found 6 occurring 
on the vulva and 2 on the anus. 


Clinical Characteristics 

The commonest site for the vulval hydra- 
denoma is the labium majus, next common the 
paralabial skin or perineum, and only occa- 


TaBLe | 
Simple Cysts and Neoplasms of the Vulva (exclud- 


ing Cysts of Bartholin's Glands and Endometriosis) 
Surgical Removal, Women's Hospital, 1940-1950 


Per cent 
Papilloma 23 25.5 
Pigmented mole 3 a3 
Fibroma 13 14.4 
Angioma 3 3.3 
Lipoma 3 3.3 
Sebaceous cyst 7 7.7 
Sebaceous adenoma 2 2.2 
Epithelial cyst 24 26.6 
Hydradenoma 12 13.3 
Total 90 
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Fic. 


Cystic bvdradenoma of labum 
majus. Patient aged 43 years. swelling 


present for 9 vears, but not troublesome 


See Fig. 3 for section 


Fic. 2 


Whole section of typical intact solid type of hydradenoma 

subdermal in situation. A cyst wall. lined by cubical epithelium 

surrounds the tumour. Patient aged 19 years, complaining ol 
vulval swelling present for 9 months x6 
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: Portion of cystic tumour seen in Fig. | A small but 
typical hydradenoma ts attached by a pedicle to the cyst 


wall which 1s lined by cubical epithelium. The covering 


squamous epithelium is thinned and stretched but ts 


intact 


uding type of hydradenoma The covering 

mes has ruptured and the tumour ts in the pro 
cess of eXtermornization A small pedicle is present 
ut the base of tumour and the evst tinin 


rays 


intact Patient aged 38 years. complaining 


of lump on lett side of vulva, present tor 3 months 
evaminat suspircrous of caremnmoma 
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Papillary type ot hydradenoma Ihe 
tumour is in the right paralabial told 
and strawberry -coloured. Patient aged 34 
years. pregnant for 5 months and com- 


plaining of vulval nodule present for 3 
weeks. See Fig. 6 for section 


bia. 6 
Whole section of tumour seen in Fig. § 
Ihe hvdradenoma is completely exterior- 
ized and is attached by a pedicle, on one 
side of which portions of the cyst lining 
are still present ~6 
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hvdradenoma of apocrine-gland type 
epithelium os present with variation in 


Many of the acim show extruded proto 


pical of apocrine glands ~ 100 


¢ reported by 


carcinoma, 
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Reduplication of the 
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Sect tre ecurrence of vulval tumour (cas 
Sta Way) Cysic type of basal-cell 
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sionally the labium minus, the latter structure 
usually being devoid of apocrine glands. 

In Table II the age incidence of our patients 
is compared with that recorded by Novak and 
Stevenson. As might be expected, since the 


tumour tends to be removed coincidentally at 
the time of another operation, it is found com- 
monly in the age groups of women most fre- 
quently subjected to gynaecological surgery. 


Tasie Il 
Hydradenoma Vulvae — Age Incidence 


Novak and 
Stevenson 


Present 
series 


Years 


Under 20 


Over 70 


Totals 


The youngest patient was 19 years of age, which 
is unusually early, but it is worthy of note that 
this patient attended because of her vulval 
swelling (Fig. 1). 

Macroscopically the hydradenoma may pre- 
sent in different ways but is always superficial in 
situation and may be described as intradermal 
rather than subcutaneous. The tumour may be 
solid (Fig. 2) or cystic (Fig. 3), though the cysts 
are usually sufficiently tense to feel solid. The 
overlying epidermis may be thinned and finally 
ulcerate (Fig. 4) with discharge of a horny pulpy 
mass; pressure lateral to the tumour in such a 
case will cause this material to appear. Collapse 
of the cyst wall results in exteriorization of the 
growth, as had occurred in 2 of our cases. The 
tumour then resembles a papilloma (Figs. 5 and 
6). This everted mass is reddish-brown in colour 
and may be suspected clinically of malignancy. 
The tumour rarely exceeds a centimetre in dia- 
meter, though one reported from the Mayo 
Clinic measured 5x 314 cm. Six of our 12 
cases were undiagnosed clinically but in the re- 
maining 6 a pre-operative diagnosis of hydra- 
denoma was made. : 
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Histology 

Microscopically the tumour is easily recog- 
nized from the descriptions given by Novak and 
Stevenson and various other authors. The 
adenomatous pattern is characteristic and the 
processes are usually lined by a double layer of 
cells, in some instances with an underlying myo- 
epithelium, as originally described by Pick. 
Areas in which gland formations of apocrine 
type predominate are usually to be found and 
the extrusion of protoplasmic substance is 
apparent (Fig. 7). These features may lead the 
unwary to diagnose malignancy. Previous to 
exteriorization the tumour mass seems to lie 
within a cyst wall (see Fig. 2) and in one of our 
cases practically the whole of the tumour was 
of cystic type, the main neoplasm consisting of 
a small pedunculated adenomatous mass pro- 
jecting into a comparatively large cyst (see Fig. 
3). Many simple cysts of the vulva may arise in 
this way and can be differentiated from cysts 
arising from Wolffian rests by the epithelial 
lining; in the former it consists of dark-staining 
cubical cells, whereas in the latter it is of tall 
columnar-cell type with basal nuclet. 
Malignancy 

From the literature there seems to be con- 
siderable discrepancy regarding the interpreta- 
tion of malignancy in cases of hydradenoma of 
the vulva. Folsome (1940) recorded 27 per cent 
of cases as malignant, and McDonald, Lovelady, 
and Waugh (1941), in reviewing 30 cases from 
the Mayo Clinic, thought all should be classified 
as low-grade adenocarcinoma. In 1944, how- 
ever, in conjunction with Cooper, McDonald 
reported a similar tumour in the anal canal and 
stated that, though histologically there is some 
suggestion that these tumours are cancerous, 
there is nevertheless little clinical evidence to 
support this view. Novak and Stevenson (1945) 
accepted only one case from the literature as 
definitely a malignant hydradenoma, namely 
that reported by Eichenberg (1934). 

Our experience would support the contention 
of Novak and Stevenson that malignant hydra- 
denoma is an extremely rare condition. Al- 
though in 3 cases there was suspicion of 
malignancy before operation, simple excision 
only was considered necessary and none was 
regarded as malignant histologically. As men- 
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tioned above, the reduplication of the epithelium 
lining the papillary processes and the variation 
from dark-staining epithelial cells, probably of 
merocrine-gland type, to the larger irregular 
cells with pale cytoplasm of apocrine type, may 
be mistaken for malignant change. The possi- 
bility that certain malignant tumours of the 
vulva, however, are of sweat-gland origin should 
not be overlooked and we feel that the case 
mentioned by Stanley Way (1951) as a malig- 
nant hydradenoma (spiradenoma) is of this type. 
The history of this case, supplied by Mr. Way, 


is as follows: 


In 1943 a cyst of the right labium was excised by Mr 
Snaith at the same time as operation for uterine pro- 
lapse. The patient was then 60 years of age. The 
tumour was reported by the late Colonel Harvey as a 
“basal cell carcinoma of the type which is known 
under various names . cylindroma, spiradenoma, 
syringocystadenoma, etc., the tumours do not 
metastasise readily and are regarded as of low malig- 
nancy. The tumour recurred in 1946, when vulvec- 
tomy was performed by Mr. Way. The histological 
report on the recurrence was “ basal cell tumour sug- 
gestive of origin in accessory skin glands”. Lympha- 
denectomy was performed but the regiona! lymph 
nodes showed no involvement with tumour. The 
patient is still alive (1951) and well apart from angina. 


We have been able to review the sections of 
this case (Fig. 8) and would agree that the 
tumour is of basal-cell type arising in accessory 
skin glands, but would not ourselves apply the 
term “malignant hydradenoma”. As Willis 
(1948) pointed out, such tumours cannot be 
“separated sharply from the superficial basal 
cell growths of rodent type on the one hand or 
the truly glandular skin tumours on the other. 
Any subdivision is arbitrary and leaves border- 
line cases between the two groups ”. 

Rare malignant epithelial tumours of the 
vulva of doubtful origin are encountered, such 
as primary adenocarcinoma of Bartholin’s gland 
and carcinoma arising from Wolffian rests or 
from rudimentary breast tissue. Such neoplasms 
should not be confused with those of sweat- 
gland origin 


SUMMARY 


Tumours of the vulva received for histological 
examination over a 10-year period have been 
reviewed. During this decade 12 cases of hydra- 
denoma have been encountered, of which the 
clinical and histological features are stated. None 
was malignant. 


We are indebted to our colleagues of the Con- 
sultant Staff of the Birmingham and Midland 
Hospital for Women for access to their case 
records. Our thanks are also due to Mr. L. M. 
Snaith, F.R.C.S., M.R.C.0.G., and Mr. Stanley 
Way, M.R.C.O.G., of Newcastle-on-Tyne, for 
permission to include their case, and to the 
University Pathological Department (formerly 
Royal College of Physicians’ Laboratory), Edin- 
burgh, for allowing us to see the original sec- 
tions. 
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THE TREATMENT OF PRE-ECLAMPTIC OEDEMA WITH ION 
EXCHANGE RESINS 
Preliminary Report 
BY 
H. M. Carey, M.Sc., M.B., M.R.C.O.G., F.R.C.S. 


Senior Registrar, Department of Obstetrics and Gynaecology 
Postgraduate Medical School, University of London 


IN patients with severe pre-eclampsia pregnancy 
frequently has to be terminated before 36 weeks 
in the interests of the mother. Any treatment 
which will enable continuation of the pregnancy 
for 2 to 3 weeks without prejudice to the 
mother’s welfare will lessen the degree of pre- 
maturity of the infant. 

The cases which follow suggest that ion 
exchange resins can effectively control the 
oedema of pre-eclampsia and enable the con- 
tinuation of pregnancy without endangering the 
mother. 

Bland and Bernstein (1927), Strauss (1939), 
Harding and van Wyck (1932), Dieckmann, et 
al. (1941, 1950, 1951), Chesley and Annitto, 
(1943), and others, have shown that the adminis- 
tration of sodium accentuates many of the signs 
and symptoms of pre-eclampsia while clinical 
improvement follows salt restriction. In prac- 
tice it is difficult to obtain a satisfactory and 
acceptable diet with a sufficiently low sodium 
content. 

Ion exchange resins can be used to bind the 
sodium in the diet and so prevent its absorption. 
If a sufficiently large dose of resin is employed 
sodium can be extracted from the body. 


Types OF Ion EXCHANGE RESINS 


1. Anion exchange resins 

These contain basic radicles to which are 
attached acidic ions (anions). The anions 
initially attached to the main molecule can be 
exchanged or replaced by any other anion in 
the medium. This type of anion exchange resin 
has been used to reduce gastric acidity by taking 


up the chloride ion in exchange for a weaker 
acidic ion. 
2. Cation exchange resins 

These are of 2 types: (1) Sulphonic where the 
resin molecule carries SO,H groups. It is dark 
in colour and binds cations firmly at all pHs 
above 3; (2) Carboxylic resins, so named because - 
of the attached COOH groupings. These begin 
to bind cations only at a pH6 with increase in 
binding capacity as pH rises. 

Cation exchange resins have been used since 
1948 for the reduction of oedema in congestive 
cardiac failure and other medical conditions 
associated with extess salt and water retention 
(Dock, 1950; McChesney, Dock, and Tainter, 
1951). 


Physiological action of the carboxylic cation 
exchange resin. 


The carboxylic cation resin used in this 
investigation is a cross-linked polyacrylic (poly- 
carboxylic) exchanger of huge molecular weight. 

Initially the resin is combined with potassium 
(the potassium resin or resin in the potassium 
cycle) or ammonium (the ammonium form of 
the resin or resin in the ammonium cycle). The 
resin is insoluble and looks and tastes like fine 
sand. It was mixed with blackcurrant purée or 
orange juice to render it palatable to the patient. 
On reaching the stomach (or other medium 
below pH6) the potassium (and likewise the 
ammonium) resin is converted to the acid (or 
hydrogen) form of the resin with the formation 
of potassium (or ammonium) chloride. Further 


‘down the alimentary tract when the pH rises 


67 


68 


above 6 the acid resin reacts with the sodium 
chloride in the intestine with the formation of 
the sodium resin which is passed out in the 
faeces. As the sodium concentration of the 
alimentary secretions is lowered there is transfer 
of sodium from the extracellular fluid into the 
alimentary canal. 

The hydrogen resin (resin in the hydrogen 
cycle) will also absorb small amounts of calcium, 
magnesium, and appreciable amounts of 
potassium. The potassium loss is offset by the 
potassium chloride which is liberated in the 
stomach following the administration of the 
potassium resin. During pregnancy the resins 
were only administered for short periods and 
following this therapy an increased amount of 
calcium was included in the diet. 

The amount of any ion taken up by the resin 
is determined amongst other things by the 
affinity of the resin for the metallic ion and by 
the relative concentration of the ion. Cation 
resins have a higher affinity for bivalent ions 
such as Ca* * and Mg** than for univalent ions 
and among the latter the affinity for H* exceeds 
that for K* and NH,* while both the latter are 
taken up in preference to Na*. This low affinity 
of the resin for sodium is counterbalanced by the 
high relative concentration of sodium in intes- 
tinal fluids. On normal diets the uptake of 
sodium per g. of resin is about | m.eq. (23 mg.) 
while with diets low in sodium or rich in potas- 
sium and calcium the uptake may fall to one- 
third of this amount (Dock, 1950; McChesney 
et al., 1951). Thus daily administration of a diet 
containing 100 g. of resin and 800 mg. of sodium 
(2 g. salt) will cause a negative sodium balance 
approximately equal to the sodium lost in the 
urine during the period of resin administration. 

The uptake of sodium is greater with the 
ammonium than with the potassium resin. In 
addition the acidosis produced by the 
ammonium chloride causes further renal loss of 
sodium during the first one or two days of 
its administration. Once the ammonium 
mechanism of the kidney comes into full opera- 
tion acidosis is much less effective in producing 
additional sodium loss in the urine. After two 
or three days on resin in the ammonium cycle 
administration of potassium resin not only re- 
places the potassium that is lost while giving 
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the ammonium resin but it affords an oppor- 
tunity to the regulating mechanisms of the body 
to correct the acidosis and so depress the 
ammonia mechanism of the kidney. If am- 
monium resin is again given it will retain most 
of its former effectiveness. 

During the time the first 3 cases were in 
hospital only a mixture of the two types of resin 
in equal parts was available. Resin in the 
ammonium cycle was used in the 4th case. As 
the period of administration in this case was 
short, potassium resin was not used. 

Large doses of resin tend to produce nausea 
although the potassium and ammonium carb- 
oxylic cation resins are less likely to do this 
than other types of resin. 


METHODS 

Following admission pre-eclamptic patients 
were confined to bed and placed on a diet con- 
taining between 700 and 800 mg. of sodium (2 g. 
of salt) with no restriction of fluid intake. They 
were weighed each day at the same time and 
under the same conditions and the albumin con- 
tent of an early morning specimen of urine was 
estimated. Every 3rd or 4th day this urine speci- 
men was collected by catheter. More recently 
the weight of albumin excreted per 24 hours has 
been determined. Blood-pressure was recorded 
at least every 4 hours while the patient was 
awake. So long as the clinical conditions con- 
tinued to improve this régime was followed. All 
cases admitted between February and June 1951 
which did not respond to bed rest, sedation, and 
low sodium diet, were selected for treatment with 
ion exchange resin. The day before this treat- 
ment was started total body sodium was 
estimated by the use of radio-active sodium 
similar to the method used by Kaltreider er al. 
(1941). The estimation was repeated a week 
later and again during the puerperium. A flame 
photometer was used in carrying out the plasma 
sodium and potassium estimations. 


Cast HISTORIES 


Patient No, | was aged 23 and pregnant for the first 
time. She was admitted to hospital at 32 weeks with 
oedema of her feet and hands. During the preceding 


4 weeks her weight had increased by 12 pounds, other- 
wise the earlier part of the pregnancy had been 
normal. 
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For 4 days after admission the blood-pressure was 
normal and the urine clear. After a week in bed 
she developed albuminuria and the blood-pressure rose 
to 160/100 with a further increase of 11 pounds in 
weight and a corresponding increase in oedema. The 
next day she complained of a severe headache. 

If this patient had been seen before the availability 
of exchange resins her pregnancy would have been 
terminated at this stage by Caesarean section. 

This was the first case of toxaemic oedema treated 
with resin and as the blood-pressure was also causing 
concern it was considered that the mother’s interests 
should take precedence over any investigative work 
For this reason one of the other members of the staff 
who had been working on hexamethonium bromide 
was asked to undertake the treatment of the hyperten- 
sion with this drug at the same time as the oedema was 
reduced with resin therapy 

The initial dose of hexamethonium used in this case 
was 90 mg., rising later to 250 mg. given 4-hourly by 
intramuscular injection while the patient was awake. 
The effect of the drug was unpredictable and usually 
wore off in 3 to 4 hours. The blood-pressure record 
included in the accompanying graphs shows only read- 
ings taken before the injection of hexamethonium. 

At first the dose of resin used was double that 
recommended by the manufacturers so that once the 
initial critical phase in the patient's condition was 
passed the dosage was reduced by half. This proved 
to be insufficient to prevent a further rise in weight 
and deterioration in her general condition. On increas- 
ing the dosage the weight again fell. After 10 days of 
resin nausea became troublesome so this therapy was 
discontinued. The patient's condition again deterior- 
ated and 4 days later she became almost anuric. On 
recommencing resin administration renal output im- 
mediately improved and the weight and albuminuria 
decreased. The improvement was so marked that 5 
days later the hexamethonium was discontinued. The 
next day labour commenced spontaneously. By dates 
she was 36 weeks pregnant at this time so that 3 weeks 
had been gained with a corresponding increased chance 
of survival of the foetus. The possibility of placental 
infarction causing insufficiency during labour was con- 
sidered and, although the foetal heart rate was regular 
and normal in rate and force, during the first 9 hours 
of labour it was decided to play safe and deliver the 
foetus by lower segment Caesarean section. The birth- 
weight was 5 pounds 14 ounces. The placenta weighed 
1 pound 4 ounces and was normal except for 2 very 
small infarcts. 

Estimations of hexamethonium bromide in the liquor 
amnii and maternal and foetal blood at delivery 
showed that, even though there was no detectable 
concentration of this compound in maternal and foetal 
blood, the amount remaining in the liquor was 
appreciable, even though the administration to the 
mother had been discontinued 20 hours before 
delivery. Passage of meconium by this infant was 
delayed and it subsequently developed an ileus and 
died from peritonitis on the 8th day. Hexamethonium 
was not used in any subsequent cases in this series. 


The hypertension and albuminuria gradually 
decreased during the puerperium and at the post- 
natal visit 6 weeks after delivery her urine was clear 
and blood-pressure was normal. Subsequent examina- 
tions failed to show any residual abnormality. 

Fig. 1 summarizes the relationship of weight changes 
to resin dosage and Table I shows the reduction in 
body sodium produced by the resin. 

Patient No. 2, aged 26, in her 2nd pregnancy, was 
admitted at 36 weeks with marked albuminuria and 
marked oedema, having gained 12 pounds in weight 
during the previous 2 weeks. As there was no im- 
provement in her condition after 3 days rest in bed, 
resin administration was commenced. At the end of 
a week the patient felt nauseated and refused to con- 
tinue with the treatment. Two days ‘ater she had a 
spontaneous delivery of a living infant weighing 4 
pounds 7 ounces. The placenta weighed | pound 
4 ounces and showed an extreme degree of infarction 
so that not more than half of the placenta could have 
been functional. Fig. 2 shows the effect of resin 
therapy on her weight. Table II shows the results of 
the sodium estimations. Two months after delivery 
the blood-pressure was norma! but a catheter specimen 
of urine contained 150 mg. of albumin. Five months 
after delivery the urine contained no albumin and the 
blood-pressure was normal. 


Patient No. 3, aged 24, in her 3rd pregnancy, was 
admitted at 314 weeks by dates with rhesus antibodies 
and marked oedema and albuminuria. After a period 
of 24 hours in bed she was given a small dose of resin 
for 3 days and then full dosage for a further 3 days, 
when she complained of nausea and the treatment was 
discontinued. X-ray at this time was suggestive of 
hydrops foetalis. The day following cessation of resin 
administration the blood-pressure rose from 140/100 
to 150/110, the urinary output was poor, and the 
albuminuria became more marked. Labour was 
induced by artificial rupture of membranes and she was 
delivered of a hydropic infant weighing 8 pounds 8 
ounces with a very friable 4-pound placenta. 

Facilities to carry out body sodium estimations 
before beginning resin therapy were not available. The 
weight changes are recorded in Fig. 3. 

Two months after delivery this patient was very well 
with normal blood-pressure and urine. 

Patient No. 4, aged 37, in her 4th pregnancy. The 
first 2 pregnancies were normal. The 3rd one was com- 
plicated by 2 antepartum and 1 postpartum eclamptic 
fits. Up to the 28th week the 4th pregnancy was 
normal. At the 3lst week she was admitted with 
albuminuria and oedema with an increase in weight of 
12 pounds during the preceding 3 weeks. The morn- 
ing after admission she had an eclamptic fit. She was 
given avertin per rectum and the blood-pressure 
showed a temporary fall. Immediately after the effect 
of the avertin had worn off resin administration was 
commenced. Total body sodium estimation was not 
carried out on account of the severity of the patient’s 
condition. Fig. 4 is a record of weight, blood-pressure, 
and albumin content of the early morning urine. 
Resin in the ammonium cycle was used in this case. 
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Four days after the fit the oedema had almost disap- 
peared and, as the patient complained of slight nausea, 
the resin was discontinued. She was maintained on low 
sodium diet and delivered herself spontaneously of a 
living infant, weighing 6 pounds 8 ounces, at 38 weeks. 
The placenta weighed | pound 4 ounces and contained 
a number of infarcts. She was discharged from 
hospital on the 18th day with a normal blood-pressure 
and urine 


DiSCUSSION ‘ 
Changes in body-weight over short periods of 
time have been used as indices of changes in 
total body-water. In 1944 Chesley reviewed the 


literature up to that date on weight changes and 
water balance in pregnancy and the relationship 
of these changes to the incidence and severity of 
pre-eclampsia. He came to the conclusion that, 
although the total increase in weight during 
pregnancy did not correlate very well with the 
incidence of pre-eclampsia, a rapid gain in 
weight some time during the last trimester occurs 
in two-thirds to three-quarters of cases of this 
disorder. In one-third of cases the weight gain 
preceded the development of hypertension on 
an average by 4 weeks. More marked gains in 
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weight as a rule were associated with the more 
severe cases. The postpartum weight losses in 
toxaemic patients are significantly greater than 
those of normal cases. On the other hand 45 
per cent of patients with comparable increases 
in weight did not develop toxaemia. In many 
of these cases the excessive increase in weight 
occurred shortly before the onset of labour 
which may have interrupted what was in reality 
the early phase of the toxaemic process. 

The tables showing the total body sodium 
estimations demonstrate the effectiveness of the 
ion exchange resins in depleting the body of 
sodium and in reducing the excess extracellular 
fluid which is manifested clinically as oedema. 
The concentration of radio-active sodium in the 
liquor 3 hours after injection is approximately 
70 per cent of that in the plasma. The sodium 
space measurements shown in the tables have 
been corrected accordingly. The sodium space 
is the volume of fluid required to distribute the 
total amount of sodium in the body so that its 
concentration is the same as that found in the 
plasma. Kaltreider et al. (1941) found that in 
normal non-pregnant individuals the 3rd-hour 
sodium space was 24.8 per cent of the body- 
weight or 9.7 litres per square metre of body 
surface. He found that the sodium in bone 
would account for approximately 20 per cent of 
the sodium space and suggested that 80 per cent 
of the sodium space was an index of the volume 
of extracellular fluid. 

Chesley and Chesley (1943) measured the 
thiocyanate space in 1,388 pregnant women 
between the 35th and 37th weeks of pregnancy. 
The thiocyanate space is considerably larger 
than the insulin space (Gaudino, Schwartz, and 
Levitt, 1948; Berger et al. 1950) which is con- 
sidered one of the more accurate indices of 
extracellular fluid volume. This indicates that 
a considerable percentage of thiocyanate must 
diffuse into the cell so that the thiocyanate space 
compares in some ways with the sodium space. 
Women who had excess thiocyanate space were 
placed on a diet containing 2 g. of salt but, in 
spite of this, 23 per cent later developed pre- 
eclamptic toxaemia. Of those with normal 
thiocyanate volumes at the time of testing 1.4 
per cent later developed toxaemic signs. A 
repeat estimation of extracellular fluid at a later 
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stage of pregnancy may have detected increased 
hydration in these cases. 

On clinical grounds it is not always easy to 
distinguish between mild cases of nephritis, 
essential hypertension, water retention in the 
legs due to raised venous pressure, orthostatic 
albuminuria, and mild pre-eclamptic toxaemia, 
and any statistics are liable to include cases 
which simulate but are not true cases of pre- 
eclampsia. Dieckmann ef al. (1951) maintain 
that true pre-eclampsia is characterized by water 
and salt retention. 

Mukherjee and Govan (1950) claim that with 
severe pre-eclamptic oedema the plasma 
sodium rises from the normal of 130 to 135 
m.eq./ litre while the sodium content of the tissue 
fluid rises from the normal 124.4 to 140 m.eq./ 
litre. This additional sodium is associated 
mainly with increase in organic acid. 

Oedema responds to moderate sodium res- 
triction while some ‘cases of hypertension 
respond only to rigid restriction of this ion. 
Groff (1950) treated 6 cases of hypertension with 
carboxylic resin and low sodium diet, and 
claimed to have reduced the blood-pressure in 
all cases. The hypertension in pre-eclampsia 
appears to respond to sodium depletion but 
only after there has been a considerable reduc- 
tion in the sodium space. Selye (1951) claims 
that excess secretion of suprarenal salt-active 
hormones in association with excess sodium and 
in the presence of growth hormone can produce 
albuminuria, hypertension, and renal damage. 
This would help to explain the higher incidence 
of toxaemia in cases of diabetes complicated by 
pregnancy. In these experiments excess sodium 
appeared to be essential while growth hormone 
acted more as a predisposing factor which not 
only increased the sensitivity of the tissues to 
salt and suprarenal hormone but also acted 
synergetically with ACTH to stimulate the 
secretion of more salt-active hormone which 
produced further sodium retention and greater 
potassium excretion. 

Increased nervous excitability is associated 
with the leakage of sodium into the interior of 
the aon (Danowski and Elkinton, 1951). Brooks 
and Eccles (1947) have postulated that Golgi 
type II cells in the central nervous system are 
inhibitory only so long as they receive sub- 
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threshold excitation. If the excitation received 
by them is increased above the threshold level 
their inhibitory activity is converted suddenly 
into an excitatory one. It is conceivable that a 
rise in sodium concentration in the central 
nervous system may have some such effect as 
this and so precipitate an eclamptic fit. 
Chesley (1951) has reviewed the work up to 
1951 on renal blood-flow and glomerular 
filtration rate in pre-eclampsia, and considers it 
established that there is a reduction of glomeru- 
lar filtration in this condition. This facilitates 
increased sodium retention by the distal con- 
voluted renal tubule. The rise in osmotic pres- 
sure of the extracellular fluid causes water to 
pass out of the cell into the extracellular space 
and at the same time stimulates the supra-optic 
nucleus in the hypothalamus. The nucleus is 
connected to the posterior pituitary by the supra- 
optic-hypophyseal tract and so increases the 
secretion of antidiuretic hormone which causes 
water retention. The extracellular space is thus 
increased principally by water retention but 
partly by cellular dehydration. In these cir- 
cumstances there would be a slight rise in the 


crystalloid osmotic pressure of both the intra- 


and extra-cellular compartments. If this is true, 
sodium depletion would help to rehydrate the 
cells and so produce a greater reduction in 
sodium space than in total body-water. Chesley 
and Chesley (1943) noted that with low sodium 
diets the reduction in extracellular water as 
measured by the thiocyanate method was greater 
than the reduction in total body-water as deter- 
mined by change in body-weight. They ex- 
plained this by suggesting a transfer of water 
from the extra- to the intra-cellular compart- 
ment. A decrease in permeability of the cells 
to thiocyanate could also account for this 
change. Dock (1950), in reviewing the effects 
of ion exchange resins, noted that the reduc- 
tion in body-water was greater than the decrease 
in sodium space. The figures presented in this 
preliminary report are too few to be more than 
‘Suggestive on this point. 

The relationship of the placental changes 
in pre-eclampsia to alteration in water and 
electrolyte metabolism still requires classifica- 
cation. Circumstantial evidence appears to 
indicate a change in supra-renal cortical activity 


as one of the factors involved. This could con- 
ceivably be produced by changes in placental 
circulation. Although speculation in this direc- 
tion can be woven into a coherent physiological 
story further experimental verification is re- 
quired before accepting it as a working hypo- 
thesis. 


SUMMARY 


1. Carboxylic cation exchange resin has been 
used to treat 4 cases of pre-eclampsia. 


2. Resin administration in adequate dosage 
associated with low sodium diet and high fluid 
intake depletes the body of some of the excess 
sodium retained in pre-eclampsia and so suc- 
cessfully reduces the oedema more rapidly than 
other routine methods of treatment. 


3. High dosage resin therapy usually pro- 
duces nausea after about a week. This therapy 
should then be temporarily discontinued and a 
diet rich in calcium provided. 


4. Resin therapy may keep a severe pre- 
eclampsia in check and enable the pregnancy to 
continue till the foetus is sufficiently developed 
to stand a reasonable chance of survival. This 
can be accomplished without immediate or re- 
mote danger to the mother’s health. 


I am deeply indebted to Mr. Charles Read for 
his unfailing support in carrying out this work. 
Professor K. C. McClure Browne has not only 
permitted me to undertake the treatment of cases 
admitted under his care, but has constantly 
encouraged me in this work. 

Mr. Veal of the M.R.C., Dr. Slattery, and 
Mr. Arnott have assisted with the total body 
sodium estimations. Mr. Simmons and Mr. 
P. Cowan have rendered valuable technical help. 
Sister Tucker and Sister Veal and the nursing 
staff of the antenatal ward bave made this work 
possible. I am indebted to the staff of the diet 
kitchen for the administration of the resin and 
the standardization of the diets. Mr. Wallace, 
of Smith Kline and French of Philadelphia, has 
kindly supplied the resin used in these investi- 
gations. 

Dr. Young and Dr. N. Morris have kindly 
supplied data on hexamethonium. 
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POSTCRIPT 


Since writing the above, Odell er al. (1951) 
have published a preliminary report on exchange 
resins and toxaemia of pregnancy. They found 
that the daily administration immediately fol- 
lowing admission of 45 g. of a mixed resin with 
a low salt diet for 5 days produced an average 
loss of 8 pounds in weight in women with ex- 
cessive weight gain (over 30 pounds) during 
pregnancy and in cases of pre-eclampsia. Follow- 
ing the reduction in weight pituitrin was less 
effective in producing a rise in blood-pressure. 
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RETRO-PUBIC SUSPENSION OF THE URETHRA AND BLADDER 
NECK IN THE TREATMENT OF FEMALE STRESS INCONTINENCE 


J. A. CHALMERS, M.D., F.R.C.S., M.R.C.0.G. 


Consultant Obstetrician and Gynaecologist 
The Royal Infirmary, Worcester 


STRESS incontinence in the female shares with 
several of the other common gynaecological dis- 
orders the attribute that, although for its treat- 
ment there are many and diverse methods, none 
of these is universally satisfactory (Mullin and 
Read, 1948). Delinotte and Arnaud (1949) 
recently observed that Couvelaire in 1945 was 
able to detail 33 procedures directed to the cure 
of stress incontinence and new methods have 
recently been described in this country by 
McIntosh Marshall (1948), Shaw (1949), and 
Barns (1950). 

The essential requirements for any operation 
are (1) that it shall give good results in the cure 
of the disability for which it is carried out, (2) 
that it shall be safe and easy for the patient, and 
(3) that it shall not present any undue technical 
difficulty for the operator. It is in the light of 
one or more of these criteria that some of the 
operations commonly performed for female 
stress incontinence are unsatisfactory. 

The present paper is a preliminary account of 
experience during the past 2 years of the 
Marshall-Marchetti operation, which was des- 
cribed by Marshall, Marchetti, and Krantz, in 
April 1949. Since then it has achieved consider- 
able popularity in the United States and, towards 
the end of the same year, Douglas stated that 
90 cases had been treated in the New York 
Hospital by this method. In this country, how- 
ever, the operation appears to be less widely 
known than it seems to deserve, and it is felt 
therefore that it is worth while putting on record 
one’s admitedly limited experience in view of the 
satisfactory results achieved in the 22 cases so 
far treated. 

Stress incontinence is commonly associated 
with utero-vaginal prolapse, and most cases will 


respond to a vaginal plastic repair of the pro- 
lapse, but even in skilled hands failure to cure 
the incontinence will occur in a varying propor- 
tion of cases (30 to 50 per cent—Delinotte and 
Arnaud, 1949; 10 per cent—Stallworthy, 1940; 
10 per cent—Read, 1950a; and 5 to 10 per cent— 
Douglas Miller, 1947). It is for this type of case 
that the urethral sling operations have been de- 
vised, but opinion is widespread amongst both 
urologists and gynaecologists that these are 
dangerous procedures, particularly where one or 
more previous unsuccessful operations have led 
to much scarring and adherence between the 
urethra and the anterior vaginal wall. Moir 
(1950) prefers the Aldridge to the Millin opera- 
tion because the direct approach to the dissection 
of the upper urethra by the vaginal route offers 
less chance of injury, but Badenoch (1950) re- 
fuses to accept the considerable risk associated 
with either the Aldridge or the Millin operation. 
Perrin (1946) describes the Goebell-Stoeckel 
operation as “long, difficult, grave and peri- 
lous”. McLaren (1950) regards any form of 
sling operation as a very serious matter for the 
patient, and Heyn (1950) points out the technical 
difficulty in the preparation of the urethra in the 
region of the bladder neck. Apart from the 
dangers of the operative injury to the bladder 
and urethra, the post-operative period with its 
difficulties may try both patient and surgeon to 
the utmost (McIntosh Marshall, 1949), and 
urinary obstruction may require treatment by 
dilatation of the urethra or periurethral resection 
(Read, 1950a}. Jeaffreson (1949) considers that 
the sling becomes inactive in such cases a few 
days after operation, and Marshall (1949) and 
Arthur (1949) have pointed out that it is soon 
replaced merely by a mass of fibrous tissue. 
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Cameron (1947) pointed out that the use of 
fascial sutures has fallen into disfavour since the 
survival of such a suture is problematical. This 
criticism appears equally to apply to the urethral 
sling operation and, if the same effect can be 
achieved for the patient with a less ambitious 
and less dangerous operation, the sling opera- 
tions should be discarded. 

X-ray cystography has shown that stress in- 
continence is essentially due to the descent of 
the bladder neck on straining (Malpas, Jeffcoate, 
and Lister, 1949) and after successful repair the 
bladder neck can be shown to be elevated 
(Millin and Read, 1948; Marchetti, 1949; 
Muellner, 1949; Read, 1950b). 

Retro-pubic suspension of the urethra and 
bladder neck was originally described by Hep- 
burn in 1920 and 1927, and Miller (1945) sug- 
gested that it might be useful in_ stress 
incontinence. Marshall and Marchetti first 
undertook the operation for stress incontinence 
in June 1944. The urethra and bladder neck are 
exposed in the retro-pubic space and fixed to 
the periosteum of the posterior aspect of the 
pubes and of the lower part of the rectus muscles. 
A firm catheter is placed in the urethra and, 
with the patient in the Trendelenburg position, 
a vertical midline sub-umbilical incision made 
down to the rectus muscle. The muscles are 
separated and the bladder exposed and with the 
urethra freed from the back of the pubes by 
digital dissection down to within 4 inch or so 
of the external meatus. This is usually easy, 
although occasionally adhesions from previous 
plastic operations will give rise to some diffi- 
culty. When the urethra has been freed tissue 
forceps are placed on either side in the region of 
the neck of the bladder and pulled upwards. 
They can then be used as tractors to elevate the 
urethra and bladder neck. The urethra is identi- 
fied by the indwelling catheter, and catgut 
sutures are placed in the vaginal wall on either 
side of the urethra about } inch from the midline 
and passed through the periosteum covering the 
posterior aspect of the pubic bone. [In their 
original paper Marshall, Marchetti, and Krantz 
advised that these sutures should transfix the 
urethral wall, but in order to reduce the danger 
of the operation I have placed the stitches more 
laterally, and Marchetti (1949) states that his 
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technique has been modified in the same way.] 
Two or three pairs of sutures can be placed 
alongside the urethra and should be tied only 
when all have been placed. Above the level of 
the upper margin of the pubes the anterior sur- 
face of the bladder in the region of the bladder 
neck is transfixed on either side of the midline 
and should be stitched to the posterior aspect of 
the rectus muscles. As a result the bladder neck 
is elevated and suspended at a higher level than 
before (Figs. | and 2). The wound is closed in 
layers with or without drainage to the retro- 
pubic space according to the amount of bleeding 
encountered. 

The post-operative course in all my patients 
has been uncomplicated although catheterization 
on one or two occasions has been necessary in 
one or two patients. Marshall, Marchetti, and 
Krantz (1949), and Peightal (1949) describe 
haematuria post-operatively but this has not 
been encountered in any case and there seems 
no reason why it should occur in the absence of 
trauma. The catheter has been removed im- 
mediately after operation in all cases. 

The somewhat similar operation described in 
1947 by Everard Williams relies on fixation of 
the bladder to the periosteum of the upper mar- 
gin of the pubes by 4 or more sutures placed 
serially transversely on either side of the mid- 
line, and the “ cervico-cystopexie ” of Perrin on 
fixation of the anterior aspect of the bladder to 
the rectus muscles by means of linen thread. I 
have used the former operation with an excellent 
result in one patient, aged 48 years, who had 
severe stress incontinence following an instru- 
mental delivery in her only pregnancy. A severe 
cystocele and rectocele were present, but a 
vaginal plastic operation, which restored the 
normal vaginal anatomy, failed completely to 
cure her stress incontinence. An Everard Wil- 
liams operation in 1950 was successful and there 
has been complete control of micturition since 
operation. In spite of this, however, I feel that 
the Marshall-Marchetti operation offers a 
greater area of attachment of the urethra and 
bladder neck, and consequently a greater pros- 
pect of permanent cure, and in some cases with 
great elongation of the urethra the Williams 
operation may not sufficiently “ take up all the 
slack ”. Another difficulty is that the periosteum 
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on the upper margin of the pubes is more closely 
adherent to the bone than that on the posterior 
aspect and consequently it is more difficult to 
insert the sutures and they are more liable to cut 
out than those at a lower level as in the 
Marshall-Marchetti operation. The Perrin opera- 
tion offers little or no support for the urethra, 
and therefore elongation of the bladder neck 
area may readily lead to recurrence of symptoms 
in the same way as utero-vaginal prolapse may 
recur after hysteropexy. 

The selection of cases is important and it is 
essentia! that complete neurological and uro- 
logical investigation be carried out (Williams, 
1947). Where there is associated prolapse of the 
uterus and vaginal walls a vaginal plastic opera- 
tion should be used in preference to the retro- 
pubic operation, but where a vaginal operation 
has achieved anatomical correction of the dis- 
placement without cure of the stress incon- 
tinence the retro-pubic operation should be 
employed. A group of cases will be found in 
which severe stress incontinence is present but 
in which the only prolapse to be detected con- 
sists in a slight descent of the anterior fornix 
and of the upper urethra and bladder neck. In 
these cases a finger placed in the anterior fornix, 
and pushing it upwards, should lead to control 
of the incontinence and if this test is positive 
the operation should offer a good prospect of 
cure. 

The retro-pubic sling operation of McIntosh 
Marshall (1949) was undertaken in 4 cases of 
severe stress incontinence where previous vaginal 
plastic repairs had been unsuccessful. Conva- 
lescence was perfectly smooth in only one of 
these cases, but considerable difficulty was en- 
countered from prolonged retenticn of urine in 
the 2nd case and from extensive local sepsis in 
the 3rd. A similar case has been described by 
Rickford (1950). In all these cases the ultimate 
result was excellent, but in the 4th case extra- 
vasation of urine and widespread sepsis follow- 
ing sloughing of the urethra resulted in death 
2 days after operation. In this case there had 
been extensive scarring following two vaginal 
plastic repairs, and the dissection of the urethra 
had been extremely difficult. That this fatality 
is not an isolated instance has been confirmed in 
conversation with many of my colleagues, and 


I am satisfied that a considerable number of fatal 
cases has occurred and that there is a far from 
negligible mortality associated with the retro- 
pubic sling operations. My experience has im- 
pressed me with the dangers of these operations 
as noted by Moir, Badenoch, McLaren, and 
others. In consequence I welcomed the publica- 
tion about this time of the paper of Marshall, 
Marchetti, and Krantz (1949), and the oppor- 
tunity of trying out a procedure which promised 
good results with greatly less risk to the patient 
than the sling operations. 

The first patient was operated upon in August 
1949, and since then 21 more cases have been 
treated by this operation with uniformly satis- 
factory results. The age of the patients has 
ranged from 24 to 72 years. In 10 patients utero- 
vaginal prolapse had previously been treated by 
one or more vaginal plastic operations which had 
in each case failed to relieve the stress incon- 
tinence. The operation was undertaken as a 
primary procedure in the remaining 12 cases, in 
whom the only prolapse was restricted to the 
anterior fornix. Three patients were nulliparous, 
but the others had borne from 1 to 5 children. 

Convalescence was uneventful in all cases 
except one in whom a discharging sinus at one 
end of a Pfannenstiel incision persisted for 8 
months, until the removal of a silk suture which 
had been used to fix the urethra. 

In all cases micturition has been well con- 
trolled ever since operation with the exception 
of Case 9. In this woman, the retropubic space 
was drained through the lower end of the wound. 
Four months after operation, after a heavy fall, 
a wound hernia occurred at this point and stress 
incontinence returned. Exploration showed that 
the bladder had herniated through the track of 
the drainage tube, but when this was replaced 
and the bladder neck again suspended from the 
rectus muscle full control of micturition was 
restored and has been maintained ever since. At 
this second operation the urethra was found in 
good position firmly fixed to the posterior aspect 
of the pubes and it was not disturbed. 

In 2 cases ventri-suspension was carried out 
by intra-abdominal plication of the round liga- 
ments, and in a 3rd case sterilization by 
Pomeroy’s method. 

Everard Williams (1950) points out that preg- 
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nancy is the supreme test of the success of this 
operation, but no patient in my series has be- 
come pregnant since operation. Marchetti 
(1949), however, observes that the correction of 
the defect is made at the outer periphery of the 
birth canal, and fixation is to a position where 
trauma from  overstretching in subsequent 
labours is unlikely. He has recorded successful 
vaginal delivery without interference with the 
control of stress incontinence in several of the 
cases in his series. 


COMMENT 

This paper records 2 years’ experience of the 
operation of retro-pubic suspension of the ure- 
thra and bladder neck. This operation is indi- 
cated where severe stress incontinence in the 
female has persisted in spite of a vaginal plastic 
repair or in those cases unassociated with utero- 
vaginal prolapse, and in whom physiotherapy 
and conservative treatment have failed to effect 
acure. It has the advantages over the Millin and 
other retro-pubic sling operations of greater ease 
of performance and greater safety for the 
patient, particularly in those cases where there 
has been previous vaginal surgery. As far as 
this preliminary survey goes results have been 
extremely satisfactory and there is every hope 
that a permanent cure will be achieved in a large 
percentage of cases. The post-operative course 
has been straightforward and uncomplicated 
except in one case, where a discharging sinus 
persisted for 8 months until a silk suture was 
removed. All patients have been allowed up on 
the 7th or 8th post-operative day, and have left 
hospital about the I 1th day. 

In cases where there is little or no prolapse 
this operation is preferable to a vaginal repair. 
The operation may, at the same time, be accom- 
panied by sterilization, ventri-suspension or any 
other procedure as may be indicated. In younger 
women it will not compromise the ease of a 
future vaginal delivery, and good results 
achieved by the operation are unlikely to be un- 
done by a future delivery 

The anatomical basis of the operation has 
been clarified by the work of Malpas, Jeffcoate, 
and Lister (1949), and also by the more recent 
paper of Ball, Douglas, and Fulkerson (1950), 
who have shown that in the incontinent multi- 
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para there is a downward and anterior displace- 
ment of the urethra with the dislocation of the 
bladder neck. 

Schinagel (1950) states that there is no stress 
incontinence if the urethra is loose and not fixed 
to the pubic arch, and Mulvany (1951) has des- 
cribed his operation of vesico-urethrolysis in 
which adhesions beween the urethra and bladder 
neck and the pubes are freed. He claims that 
this operation alone has given successful results 
in 58 cases during the past 3 years, but it is 
difficult to reconcile this claim with the above 
findings and it would seem probable that ad- 
hesions must reform rapidly in the retropubic 
space so that the urethra is once again fixed to 
the pubes. 


SUMMARY 

1. Twenty-two cases of severe stress incon- 
tinence, 10 of them unrelieved by vaginal plastic 
repair, were corrected by retro-pubic suspension 
of the urethra and bladder neck. 

2. The period of observation has extended up 
to 2 years. 

3. One further case treated successfully by 
Everard Williams technique is also recorded. 

4. The retro-pubic suspension operations are 
technically easier and are safer for the patient 
than the sling operations of Millin, Aldridge, 
and others. 


| am indebted to Mr. Everard Williams for 
his interest and most helpful advice during the 
present study. 


ADDENDUM 


While this paper has been in the course of 
completion Bourne has described to the recent 
International Congress of Gynaecology in Paris 
his operation of vaginopexy, which closely re- 
sembles that described above. His experience in 
10 cases confirms that results are very satisfac- 
tory, that the operation is usually technically 
simple and that the risk to the patient is minimal. 
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Fic. 1 


Case No. Il. Cystogram before operation 


Ten ounces of sodium iodide 124 per cent solution injected into bladder 
Patient standing upright 
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Fic. 2 
Case No. Il. Cystogram postoperatively 
Fechnique and position as with Fig. | (Note the elevation of the 
bladder neck in relation to the symphysis pubis) 
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VAGINAL METASTASES FROM CARCINOMA OF THE OVARY 


BY 


Gwi_yM M. Evans 
Obstetric and Gynaecological Registrar, Guy's Hospital 


SECONDARY carcinoma of the vagina from a 
primary carcinoma of the ovary is rare, and 
many of the standard textbooks of gynaecology 
and gynaecological pathology do not mention its 
occurrence. The only recorded cases are those 
of White (1927), Shaw (1932), Whitehouse 
(1935) and Way (1948). In none of these cases 
is it stated whether or not they were the only 
secondary deposits. The following case is there- 
fore presented as one of unusual interest. 


Case RePoRT 


Miss A. W., aged 65 years, an unmarried and nulli- 
parous woman, reached the menopause in 1935 when 
she was 49 years of age. No further bleeding per 
vaginam occurred until July 1949, 14 years later, 
when she began to have a slight but continuous loss, 
together with a serous vaginal discharge. In August 
she noticed a swelling in the left side of the lower 
abdomen. It was not tender and she had no pain. 
At the same time she developed diurnal frequency of 
micturition, but no dysuria. She first attended Guy's 
Hospital on 21st September, 1949, complaining of 
bleeding per vaginam and the presence of a lump 
in the lower abdomen. She had no bowel symptoms, 
but thought she had lost weight in the previous year. 

On examination her general condition was good. 
She was not anaemic. On inspection subcutaneous 
veins were visible over the lower abdomen, on both 
sides of the midline, and an obvious swelling was 
present in the left iliac fossa. On palpation the tumour 
was found to be freely mobile, firm, not tender, and 
about 6 inches (15 cm.) in diameter. In the right iliac 
fossa there was a sensation of resistance, but no 
definite mass could be detected. There was no 
demonstrable free fluid. As she was unmarried and 
nulliparous a vaginal examination was not performed. 
On rectal examination a softish mass, fixed and con- 
tinuous with the abdominal tumour, was felt in the 
pelvis. The uterus was not defined. A diagnosis of 


solid ovarian tumour, probably malignant, was made 
and the patient admitted for laparotomy. 

On admission to hospital 2 weeks later her con- 
dition was unchanged. On 23rd September, 1949, a 
laparotomy was performed. Bilateral ovarian cysts 
were found to be present, the left 4 inches (10 cm.) 
and the right 2 inches (5 cm.) in diameter. 


Both were 


tense, thin-walled, and appeared benign. There was 
no evidence of metastases in the peritoneal cavity, nor 
was there any free fluid. Bilateral salpingo-oéphorec- 
tomy was performed. The uterus was anteverted, and 
on palpation the cervix appeared to be enlarged by 
what was taken to be a soft cervical fibroid. Total 
hysterectomy was decided upon but, as the bladder 
was being displaced downwards off the cervix and 
anterior vaginal wall, it was found that the tumour 
appeared to extend almost to the vulva. A small 
exploratory incision was made in the anterior vaginal 
wall revealing a friable haemorrhagic mass, filling the 
vagina. As it was considered that this might be a 
sarcoma, the incision was closed and a total hystero- 
vaginectomy performed. The post-operative course 
was uneventful; 35 mg. of radium were inserted in the 
remains of the vagina for 32 hours on both the 12th 
and 19th post-operative days. On discharge from 
hospital on 18th October, 1949, her general condition 
was satisfactory. 

On 8th February, 1950, she was well, gaining weight, 
and no abnormality could be detected on rectal 
examination. On Ist November, 1950, her general 
condition was unchanged and she was leading a normal 
active life. On rectal examination, however, 2 small 
nodules were palpable high up in the left side of the 
pelvis. In the light of the pathological findings about 
to be discussed these were considered to be recurrences 
of ovarian carcinoma. When last seen, on 2nd May, 
1951, her condition was unchanged; the nodules on 
the left pelvic wall were still present but had not 
increased in size. 

On macroscopical examination both ovarian 
tumours were unilocular, tense, thin-walled cysts, 
containing a thin chocolate-coloured fluid. No 
papilliferous or solid areas could be detected. The 
histological picture was mainly that of a papilliferous 
cystadenoma but there were areas which appeared to 
be malignant. The lower two-thirds of the vagina 
were filled by a soft whitish tumour with haemorrhagic 
areas (Fig. 1). This tumour appeared to be limited 
by the vaginal walls, which were not obviously 
invaded. The upper third of the vagina and the 
uterus were distended, and contained a clear gelatin- 
ous fluid. There was no macroscopical evidence of 
any metastases in the uterus or Fallopian tubes. On 
histological examination the tumour appears to be 
an adenocarcinoma of a papillary type. It will be 
seen that, apart from the more obvious malignancy of 
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On Left: Hemisection left ovary. 
On Right: Coronal section of uterus and vagina. 
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the latter, the ovarian and vaginal tumours are very 
similar in histological appearance (Figs. 2 and 3). 


DISCUSSION 


In considering the origin and relationship of 
these tumours there are 3 possibilities : 

1. That the vaginal tumour is a primary car- 
cinoma, and the ovarian tumours are 
metastases. 

2. That all 3 tumours have arisen in Wolffian 
remnants. 

3. That the ovarian tumours are the primary 
growths and the one in the vagina is a 
metastasis. 

Primary carcinoma of the vagina is uncom- 
mon and in most cases the growth is a squamous- 
cell carcinoma. Primary adenocarcinoma is a 
great rarity; Way (1951) mentions its incidence 
as about | per cent of all vaginal cancers. He 
maintains that most arise from Miillerian rests. 
Bonney and Glendenning (1910) described the 
condition of “ adenomatosis vaginae” a rare 
lesion in which multiple mucus-secreting glands 
appear in the vaginal mucosa. Plaut and Drey- 
fuss (1940) believe that this condition is the 
forerunner of most vaginal adenocarcinomata. 
Lymph node involvement occurs early in car- 
cinoma of the vagina (Cade and Lederman, 
1949: Willis, 1934) and therefore it is almost 
certain that before ovarian metastases were 
produced lymphatic involvement would have 
occurred. As there was no evidence of lympha- 
tic involvement and, in view of the rarity of 
primary adenocarcinoma of the vagina, I believe 
that the possibility that the ovarian tumours 
represent metastases from a primary vaginal 
carcinoma can be disregarded. 

Meyer (1907) was the first to describe a car- 
cinoma of the vaginal vault arising from the 
ampulla of Gaertner’s duct. Since then 
Nicholson (1923) and Way (1948) have reported 
cases. These tumours are built up of irregularly 
branched tubules, which are often dilated into 
cysts, into which numerous papillae project. 
Plaut and Dreyfuss maintain that in tumours 
arising from Gaertner’s duct mucus is absent. 

It is unlikely that all three tumours have arisen 
independently in Wolffian remnants. Novak 
(1947) and Willis (1948) are sceptical as to the 
Wolffian origin of serous cystadenomata. Also, if 


this vaginal tumour had arisen from the vaginal 
wall, it seems likely that it would have grown 
concentrically around its site of origin, involv- 
ing not only the vagina but other surrounding 
structures, and in this case, as can be seen from 
the specimen, the growth appears limited by the 
vaginal walls. 

Vaginal metastasis from carcinoma of the 
ovary can arise by infiltration from the pouch 
of Douglas; by implantation after passage 
through the Fallopian tube and uterus; or by 
metastatic spread by the blood-stream or 
lymphatics. In this case there was no evidence 
of any deposits in the pouch of Douglas and the 
vaginal tumour is in the lower half of the 
vagina. 

That malignant cells could pass by way of the 
Fallopian tubes and uterine cavity is a possi- 
bility. This seems unlikely, as there were no 
papillae evident on the surface of the cysts and 
no peritoneal deposits. It is doubtful if metas- 
tases in the vagina ever arise by implantation. 
Willis (1934) maintains that many apparent 
instances of vaginal metastasis attributed to 
implantation are, in fact, examples of spread by 
the lymphatics or blood-stream. 

Although most carcinomata spread mainly by 
lymphatic routes, metastasis via the blood- 
stream after invasion of veins does occur. Willis 
(1934) states that discrete metastatic growths in 
remote viscera are almost always the result of 
embolic blood-stream metastasis. Way (1951) 
also favours this mode of spread as being the 
route by which secondary deposits in the vagina 
occur in hypernephroma and carcinoma of the 
corpus uteri. The calibre of the invaded veins 
is an important factor influencing the liberation 
of emboli. If large vessels are invaded (as in 
hypernephroma) tumour embolism is more 
likely to occur than if microscopic vessels are 
invaded. When penetrated by growth, channels 
with a narrow lumen rapidly become occluded 
and cannot then give rise to embolism. 

The lymphatic drainage of the ovary is mainly 
to the para-aortic nodes. The incidence of 
lymph node involvement in lute cases is high 
(Willis, 1934), but, as Way (1951) points out, 
the incidence in early cases is unknown, as the 
glands are not usually removed. Although there 
is free communication between the pelvic 
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lymphatics spread from the ovary direct to the 
lower half of the vagina by this route implies 
spread in a retrograde direction. 

Before retrograde spread can occur lymphatic 
blockage is probably necessary, and the most 
likely site for such blockage is in the lymph 
glands, which at operation showed no evidence 
of involvement. But occlusion of large lymph- 
atics by growth can also lead to blockage and 
retrograde lymph flow. In this way tumour 
emboli from such large lymphatics could be 
carried and arrested in the narrower peripheral 
lymphatics of other tissues. It is believed that 
this is the explanation of this solitary vaginal 
metastasis. 


SUMMARY 


1. A case in which carcinoma of the ovaries 
and vagina were found to be present is described. 

2. The origin and relationship of the tumours 
is considered and the literature reviewed. 

3. It is concluded that the ovarian tumours 
represent the primary growth and that the 
vaginal tumour is a secondary carcinoma, which 
has arisen as the result of retrograde lymphatic 
embolism. 


I wish to thank Mr. J. B. Blaikley, F.R.C.S., 
F.R.C.O.G., for his permission to report this case 
and for his encouragement and helpful criticism. 
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A CASE OF ANGULAR PREGNANCY COMPLICATED BY 
GAS-GANGRENE INFECTION OF THE UTERUS 


BY 


Lioyp W. JoHNsTon, M.D. 
Clinical Tutor, Queen's University, Kingston, Ontario, Department of Obstetrics 
and Gynaecology 


AND 


J. CuassaR Morr, M.A., M.D., F.R.C.S.E., F.R.C.O.G. 


Nuffield Professor of Obstetrics and Gynaecology, Oxford, and Visiting Professor 
Queen's University, Kingston, Ontario 


INTERSTITIAL and angular pregnancies are two 
rare forms of ectopic gestation. In the first 
variety the ovum develops, according to the words 
of the older writers, “ in substantia uteri,” caus- 
ing a gross distension of the uterine wall with 
eventual rupture of the gesiation sac into the 
peritoneal cavity. In the second variety the 


ovum develops at, or close to, the junction of the 


tubal and uterine mucosa; but although there is 
a considerable distension of the uterine end of the 
tube, the gestation sac is eventually extruded into 
the uterine cavity. This second type—which is 
in fact an extreme form of cornual pregnancy— 
is compatible with a spontansous vaginal 
delivery, although a retention of the placenta in 
a recess of the uterine cornu is the rule. 
Distinct from these varieties is “ cornual 
pregnancy”. This term is generally taken to 
mean a pregnancy in one horn of a bicornuate 
uterus, or, by extension of meaning, in one lateral 
half of a uterus of bifid tendency. In both cases 
the ovum from the start develops within the 
uterine cavity but with advancing pregnancy 
causes an asymmetrical enlargement of one or 
other lateral portion of the uterus. This latter 
type is comparatively common; it produces little 
in the way of symptoms during pregnancy or 
labour but, like angular pregnancy, is frequently 
associated with retention of the placenta. 
(Unfortunately, the term “ cornual pregnancy ” 
is also sometimes taken to mean a pregnancy in 
a rudimentary uterine horn. This use of the term 
is misleading, for the latter condition—which in 


any case is very rare—should be called what it 
clearly is, a “ rudimentary-horn pregnancy.”) 

It is obvious that cases will sometimes occur 
which present features of more than one of the 
anatomical abnormalities mentioned. This is so 
in the case to be described, which can be classed 
as either an interstitial or an angular pregnancy. 

It is seldom that an accurate diagnosis is 
possible in this class of case. In both interstitial 
and angular pregnancy pain is a prominent 
feature. In the case of interstitial pregnancy it 
is likely to be severe, and to become increasingly 
so till it merges with the catastrophic symptoms 
of intra-abdominal rupture. It is interesting to 
note that abdominal rupture, when it occurs, 
occurs typically at a later date than is usually the 
case in tubal pregnancy : this is doubtless because 
of the relatively great thickness of muscle which 
surrounds the growing ovum. In angular preg- 
nancy, also, pain and tenderness on palpation are 
prominent features—facts well evidenced by the 
cases reported by Blaikley (1935) and more 
especially by Munro Kerr and Anderson (1934). 
All of Kerr’s 6 cases had an “ elongated, dis- 
tended, lateral sacculation of the uterus at one 
cornu,” which furthermore was “extremely 
tender to pressure ” ; 3 of the 6 ended in abortion. 

The case to be described has, as a second 
feature of interest, the generation of gas in the 
uterus and a bubbling of infected material into 
the peritoneal cavity through a necrotic portion 
of the uterine wall. Infection with Clostridium 
welchii and other gas-forming organisms is an 
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all-too-common complication of induced abor- 
tions especially when dead tissue is left behind 
in the uterus; and in this instance the presence 
of already grossly disorganized muscle enabled 
it to gain a quick and fatal hold. 

The extremely rapid development of profound 
toxaemia with severe haemolysis is in keeping 
with the features of Cl. welchii infection reported 
by Hill (1936) in his 30 cases of obstetric 
infection. 


Case REPORT 


On April 10th, 1950, a 31-year-old white married 
woman was admitted to the Kingston General 
Hospital. It was her second pregnancy and the gesta- 
tion period was 17 weeks. Her chief complaints were 
lower abdominal pain and vaginal bleeding. The 
former had begun 7} hours previously, in the form of 
abdominal cramps; the latter had begun about 3 hours 
before entering hospital as a moderate flow but with 
no evidence of passage of clots or tissue. She admitted 
that she had attempted to induce labour on the pre- 
vious day by the use of castor oil, quinine and castile 
soap, but would give no details. 

The patient's first pregnancy had been uneventful 
and had terminated at 40 weeks with a spontaneous 
delivery of a normal baby weighing 8 pounds 10 
ounces 

On examination the patient was seen to be normally 
developed and in good general condition. The blood- 
pressure was 104 systolic and 80 diastolic mm. of 
mercury; the pulse-rate was 92 and the temperature 
101°F. There was some abdominal distension and 
generalized lower abdominal tenderness and rigidity, 
but there were no signs of free fluid. A speculum 
examination showed a moderate sero-sanguinous dis- 
charge coming from the external cervical os. This had 
a foul odour and a bubbly appearance. Smears were 
taken. There was no evidence of trauma in the for- 
nices or on the cervix 

The blood examination showed 3,131,000 erythro- 
cytes and 29,600 leucocytes per cubic mm.; haemo- 
globin registered 11 g.; and the sedimentation rate 
was 5 mm. per hour 

The urine was red brown in colour, acid, with a 
specific gravity of 1020. The albumin content and 
benzidine test for blood were both reported as strongly 
positive. The microscopic examination showed a few 
pus cells, a few granular casts, and 15-20 erythrocytes 
per high power field 

A diagnosis of an infected induced abortion was 
made and penicillin and sulphadiazine therapy started 
(the latter was discontinued after the urine report was 
received) 

During the rest of the day the patient’s condition 
remained the same, except that she complained of more 
abdominal pain. Her temperature rose to 102°, and 
her pulse to 108. Ten hours after admission she com- 
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pleined of feeling weak and numb. Her skin was cold 
and clammy. The blood-pressure could not be 
obtained; the pulse was rapid and thready. The 
abdomen was rigid and there was now definite dullness 
in the flanks. 


A diagnosis of intra-abdominal haemorrhage, prob- 
ably from a perforated uterus, was made. After blood 
transfusion (1050 ml.) and other supportive measures, 
the abdomen was opened under cyclopropane and 
oxygen anaesthetic. About 3 litres of blood was 
removed from the cavity with suction. The uterus was 
the size of a 16-weeks pregnancy and presented a 
remarkable appearance. There was a ballooned-out 
portion in the region of the right cornu. Over this 
area the serosa and myometrium were split and there 
was steady oozing of blood. Gas bubbles were seen 
to be escaping freely from the rent in the uterus (Figs. 
1 and 2). 

A subtotal hysterectomy was rapidly performed. 
The stump of the cervix, which was of a dirty green 
colour, was oversewn; and a colpotomy incision was 
made low in the pouch of Douglas in order to drain 
the pelvis. No injuries could be found in the other 
abdominal viscera. 

The patient’s general condition was much more 
satisfactory at the close of the operation than at the 
beginning, and her systolic blood-pressure rose to just 
over 100 mm. of mercury. It was noted, however, that 
there was now considerable oozing from the abdominal 
incision, and, to a lesser extent, from the operation 
site in the pelvis. 

The patient's immediate post-operative condition 
was moderately good. She received further penicillin 
injections, and 35,000 units of gas-gangrene anti-toxin. 
However, she became more and more jaundiced and, 
in spite of continued blood transfusions and supportive 
measures, died about 8 hours after operation. 


At autopsy the most remarkable features were the 
intense jaundice; haemoperitoneum (1500 ml.); sub- 
mucosal haemorrhages; and extravasation of blood 
both in the abdominal and pelvic sites of operation. 
The kidneys, which showed the severest damage, were 
large and purplish red in colour. The microscopic 
examination revealed an extensive necrosis of the 
kidney, tubules, which were plugged with blood pig- 
ment; there was also considerable interstitial haemor- 
rhage 

The uterus, removed at operation, showed what 
appeared to be an interstitial or angular pregnancy in 
the region of the right cornu. The membranes were 
intact and were extruded into the uterine cavity. The 
foetus appeared normal for its age. The uterine wall 
over the foetal sac was greyish in colour, extremely 
thin and split. The rest of the myometrium in that 
area was dark purplish in colour; soft and friable 
because of extravasated blood. Microscopically, cyst- 
like spaces suggestive of gas forfiation were seen 
between the necrotic muscle fibres and in the fibrino- 
purulent exudate. Bacterial stains revealed large num- 
bers of gram-positive rods with square ends, morpho- 
logically characteristic of Cl. welchii. The heart muscle 
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THE EXCISED UTERUS 


The foetus occupies a cavity in the uterine wall 
which apparently had origin in the inner end of the 
interstitial portion of the Fallopian tube The 
pointers mark the positions of the Fallopian tubes 
and the cervix, respectively The split, necrotic 
surface of the distended uterine wali is clearly seen. 
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showed evidence of toxic degeneration. The muscle 
of the uterus was necrotic. 


SUMMARY 

Interstitial pregnancy has as its essential 
feature a distension of the uterine wall with the 
eventual rupture of the gestation sac into the 
peritoneal cavity. Angular pregnancy has as its 
essential feature a distension of the uterine orifice 
of the Fallopian tube with later extrusion of the 
gestation sac into the uterine cavity. A case is 
described which combined these features. There 
was great disorganization of the muscle of the 
uterine angle but, at the time of operation, the 
amniotic sac had already, in part at least, been 
extruded into the uterine cavity. Following an 
abortion induced by the woman herself, an 
intraperitoneal rupture of the uterine wall had 
occurred. A heavy infection with Cl. welchii 


caused necrosis of the uterine wall and the 
passage of gas and infected material into the 
peritoneal cavity. Hysterectomy was per- 
formed, but death occurred some hours after the 
operation. It is probable that diminished 
clotting powers of the blood contributed to the 
fatal issue. 


We acknowledge our thanks to the Superin- 
tendent of the Kingston General Hospital, Mr. 
Armstrong, for permission to publish this case, 
and to Mr. Phil Mott of the Photographic 
Department for the illustrations of the specimen. 
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AN unmarried woman, 41 years of age, had 
severe irri.ation at the vulva for 2 years, but, 
being ashamed of any complaint relative to her 
genitalia, she did not seek medical advice. There 
had been discharge for | year. 

On examination she was found to have a 
tumour, about the size of a grapefruit, attached 
to the pubis. It had a papillomatous appearance. 
The hymen was intact and the urethral orifice 
was well behind the pedicle of the growth. The 
pedicle, about 1} inch in diameter, was just in 
front of the clitoris. 

In the right inguinal region there was an en- 
larged gland about 1} inch in diameter. As 
there was pus exuding from the sulci on the 
surface of the growth, the gland enlargement was 
taken to be due to septic absorption. 

After being photographed (Fig. 1) the tumour 
was separated from its attachment to the pubis, 
a generous area of skin being included, and the 
dissection going down to bone. The wound was 
closed and a gauze wick for drainage left in for 
2 days. 

The patient made a perfect recovery, and the 
enlarged gland in the right inguinal chain receded 
and was not palpable when she left hospital. 

The specimen was fixed intact (Fig. 2). A 
section from the pedicle showed no evidence of 


UNUSUAL TUMOUR OF THE VULVA 
BY 
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malignancy. A section from the surface was 
doubtful of interpretation. There was ample 
evidence of epithelial proliferation, but with 
extensive inflammatory reaction, to which it 
might be due. After bisecting the tumour, a 
block was taken from the centre of one half, and 
the section showed unmistakable malignant 
epidermoidal proliferation. Fig 3 shows the 
site from which the section was taken and Fig. 
4 is a photomicrograph of the section. 

This case is of interest because of: first, the 
comparative youth of the patient; secondly, 
the condition was present for 2 years, or prob- 
ably longer, and, therefore, if primarily malig- 
nant, more ulceration and glandular involve- 
ment would be expected: thirdly, the enlarged 
gland decreased in size, so that it was impalpable 
when she left hospital; lastly, only from the 
centre of the tumour did one get clear proof of 
malignancy. 

Examination now, one year after her opera- 
tion, shows a perfectly healed wound and not 
any evidence of glandular involvement. A 
careful follow-up will, of course, be maintained. 


I am indebted to Mr. Pearston, senior tech- 
nician at the Royal Samaritan Hospital, for the 
photographs and the photomicrograph. 
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The tumour after removal, pedicle with skin (dark) 
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Section from centre of tumour 


Tumour bisected, showing site from which block 


for sectioning was taken 
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ROYAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS 


A MEETING of the Council was held in the College House on Saturday, 26th January, 
1952, with the President, Dame Hilda Lloyd, in the Chair. 


The following were elected to the Fellowship: 


Yeshwant Narayen Ajinkya. 
Alexander Wilson Andison. 

Alice Josephine Mary Taylor Barnes. 
Clifford William Furneaux Burnett. 
William David Alistair Callam. 
Godfrey Phillips Charlewood. 
Samuel Davidson. 

Richard de Soldenhoff. 

Arthur Briant Evans. 

Donald Blake Fraser. 

Hartley Frederick Patterson Grafton. 
George Gordon Lennon. 

William Alexander Liston. 


Ruvin Lyons. 

Hugh McLaren. 

Reginald Francis Matters. 
Benjamin Edward Meek. 
Hubert Keith Porter. 

Philip Geoffrey Preston. 
Dudley Clifford Racker. 
George Walter Robson. 
Jacobus Wynand Schabort. 
George Grafton Lees Stening. 
Sydney Lance Townsend. 
John Clynton Whyte. 
Robert James Wotherspoon. 


Norman McAlister Gregg was also elected to the Fellowship of the College in recognition 
of his work on Rubella in pregnancy. 


The following was admitted to the Membership: 


Lydia Colaco. 


The following were elected to the Membership : 


Edward McLarty Barbour. 

Caroline Deva Baugh. 

Roland Maurice Charles Georges Beard. 
Derek Christopher Gordon Bracken. 
Alan Drury Harling Browne. 

Keith McLean Crocker. 

Victor Drosso. 

Michael Peter Durham. 

James Elstub. 

Bruce Eton. 

Melville Robert Fell. 

Hugh Ferguson. 

William Thomson Fullerton. 

Robert Lisle Gadd. 

Frans Gert Geldenhuys. 

Arnoldus Iardus Immanuel Klopper. 
John Bateman Lawson. 

Sarah Lehane. 

Robert Duncan Macbeth. 


Alastair David McIntosh 

Declan Magner. 

Declan J. Meagher. 

Alexander Peter Beaton Mitchell. 
Nathan Moss. 

Thomas Robert Nelson. 

Eric Patrick Dudley O'Neill. 
Colin Benjamin Oxner. 

John Price. 

Monica Mary Agnes Reford. 
William Hugh Dermot Scotland. 
Heymann Isidore Schmilg. 
Richard Stanley Longfield Stafford. 
Joan Evelyn Storey. 

Ewen Sussman. 

John Stan'ey Tomkinson. 

Francis Leonard Aufrere Vernon. 
Joseph Ward. 

Peter Pet Wium. 
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NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


Marcu 1951 


A meeting of the North of England Obstetrical and 
Gynaecological Society was held at the Jessop Hospital 
for Women, Sheffield, on Friday, 30th March, 1951, 
with the President, Dr. J. W. A. Hunter, in the chair. 


Mr. S. Bender described 


A Case of Persistent DiscHaRGEe AFTER 
VAGINAL HySTERECTOMY 


He said that vaginal discharge was a not uncommon 
sequel to vaginal hysterectomy, and was more likely 
to be prolonged when haemostasis had been imperfect 
and some form of drainage had been employed. 
Sometimes, too, whether following a frank abscess in 
the vault or merely a continuing sub-clinical infection, 
a sero-purulent discharge persisted for weeks or even 
months. Local examination might then show granula- 
tion tissue, biopsy of which on occasion revealed an 
unsuspected tuberculosis. A less common but not 
unknown cause for a persisting discharge was a foreign 
body in the vagina, most often a swab. 

Recently (McElin and Ferris, 1949) attention had 
been drawn to another complication of vaginal 
hysterectomy, namely, prolapse of the Fallopian tube. 
This condition, which might be predisposed to by over- 
long drainage of the vault and gave rise to symptoms 
of pain and discharge within a month or two of opera- 
tion, had been variously treated by replacement, by 
vaginal excision or by abdominal removal. Quite 
apart from this complication, if the surgeon brought 
the cut ends of the Fallopian tubes through the vaginal 
vault, as Blair Bell used to do, discharge might persist 
for months; but a true peritoneal sinus draining clear 
fluid was a rarity. 

Finally, if the discharge contained urine, then 
elucidation of the site of the fistula presented no par- 
ticular difficulty 

The case to be described by kind permission of Mr 
J. St. George Wilson was marked by a heavy vaginal 
discharge persisting for more than a year after vaginal 
hysterectomy, due to a cause other than any of those 
already mentioned 


Case History 

A parous woman of 49 was admitted to the Liver- 
pool Royal Infirmary in November 1945, 7 weeks after 
a vaginal hysterectomy had been performed in another 
hospital. The original notes revealed that her present- 
ing symptoms had been a yellow-white vaginal dis- 
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charge of 3 months’ duration, and a mild menorrhagia 
for some 2 years. The pre-operative findings were 
chronic cervicitis with erosion and a bulky but mobile 
uterus. The operation had been rendered difficult by 
scar tissue remaining from an earlier colporrhaphy, 
but there was no note of any abnormality in the 
appendages. The uterus was found to contain a small 
submucous fibroid, and the cervix showed, micro- 
scopically, chronic cervicitis with ulceration, but no 
malignancy. 

After operation there had been a low-grade pyrexia 
for 4 days, and at examination before leaving hospital 
there was a fair amount of thin yellow discharge, and 
granulations were seen at the vault. All these details 
had been obtained after the patient was admitted to 
the Royal Infirmary. 

The discharge was then, 7 weeks after the original 
Operation, heavy and. brownish, and the patient also 
complained of hypogastric and rectal pain of 2 weeks’ 
duration, and her temperature was 101.6°F. There 
was lower abdominal resistance as well as tenderness, 
while vaginally there was a tender indurated swelling 
in the Pouch of Douglas. A diagnosis of vault abscess 
was made, and at posterior colpotomy the following 
day 4 ounces of thick odourless pus were evacuated 
and the incision was packed with gauze impregnated 
with sulphanilamide powder. Culture of the pus grew 
staphylococcus albus. 

The patient's temperature returned to normal the 
day “after operation, and a week later short-wave 
diathermy treatment was commenced; she left hospital 
after 16 days, free from abnormal discharge. 

Nine months later she was readmitted with recurrence 
of the vaginal discharge, now thin, yellow and copious. 
Her temperature was normal and her general condition 
was fairly good though she was not as well as when last 
seen. Culture of the discharge grew a non-haemolytic 
streptococcus, but tests for urea gave such a positive 
reaction that it suggested the discharge contained 
urine. Cystoscopy was therefore carried out, but the 
bladder looked normal in every respect. Examination 
under anaesthesia revealed granulations in the vaginal 
vault, and through the centre of these a ragged abscess 
cavity could be felt by sound. This was curetted and 
packed. A section of the curettings was reported as 
“ carcinoma of transitional epithelium like that seen in 
bladder”. In view of the normal cystoscopy it was 
difficult to believe; moreover, an intravenous pyelo- 
gram showed a normal picture. Further exploration 
was therefore thought advisable. As a preliminary, a 
cuff of healthy vagina was dissected out and closed 
below the vault lesion. The abdomen was then opened 
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and a mass was found deep in the pelvis, attached to 
bowel superiorly and involving the right appendages; 
in fact the walls of the abscess cavity appeared to 
consist of the right Fallopian tube. The mass was 
separated and removed and the pelvic floor reperi- 
tonized. 


Section of the mass showed the tube distended by a 
fairly solid carcinoma with much surface infection. 
Tie peritoneal coat of the tube was still intact, but 
there was inflammatory reaction in the tube wall. 

The post-operative course was stormy and a week 
later pus drained out along the tracks of the deep 
sutures. Deep X-ray treatment was commenced but 
had to be suspended because of severe reactions, yet 
6 weeks after operation the discharge had almost 
ceased and the vaginal vault was almost healed. The 
patient left hospital soon after, but she died in a 
nursing home from recurrence of the growth 7 months 
later, that is 22 months after the original operation of 
vaginal hysterectomy. 


In this case therefore, concluded Mr. Bender, the 
pathology underlying the discharge was a carcinoma 
of the Fallopian tube. Whether it was at a stage 
recognizable to the naked eye, or even whether it was 
present at all, at the time of the first operation, could 
not now be stated. Looking back, it was easy to 


suggest that an earlier biopsy of the granulations or 
a cvt@ogical study of the discharge might have estab- 
lished the diagnosis at an earlier stage. However, this 
case illustrated the fact that even with routine inspec- 


tion of the appendages at the time of vaginal hyster- 
ectomy, an early lesion of tube or ovary might be 
missed. and lead later to a persistent vaginal discharge. 


REFERENCE 


McElin, T. W. and Ferris. D. O. (1949): Proc. Mayo 
Clinic, 24, 447. 


Discussion 

The President enquired whether the tubal cancer 
could have been secondary to a carcinoma of the body 
of the uterus, but Mr. Bender replied that it was not. 

Dr. R. Newton pointed out that in carcinoma of the 
Fallopian tube a blood-stained discharge was the rule, 
while Professor C. Scott Russell preferred the 
methylene blue test to cystoscopy for the detection of 
vesico-vaginal fistulae. 

Mr. B. L. Jeaffreson had seen a case of a prolapsed 
Fallopian tube, probably due to too big a pack in 
the vaginal vault. Dr Lees had seen a case with a per- 
sistent vaginal sinus 3 years after vaginal hysterectomy, 
but could not ascertain where it led, and Mr. Patrick 
in a similar case found that the sinus was lined by 
bowel epithelium, suggesting a faecal fistula. 

Mr. Bender in reply said that his case had been 
described not as an argument against hysterectomy 
by the vaginal route, but in order to bring together 
the many different causes of a persistent discharge 
after the operation. 


Dr. C. G. Paine described 
A CASE OF TESTICULAR ADENOMA OF THE OVARY 


A woman of 27 years, married for 4 years, attended 
as an outpatient, complaining of menstrual irregularity 
and sterility. The menarche had occurred at 15 years, 
with a 26- to 28-day cycle until 3 years previously. 
Since then her periods had become scantier and the 
intervals between had gradually increased from 4 to 
10 weeks. Apart from the first 6 months of married 
life, she had not practised contraception. 

The patient was of normal feminine appearance and 
average stature. Apart from a line of sparse hairs 
on her upper lip, she showed no evidence of hirsuties, 
and the pubic hair was of typical female distribution. 
Vaginal examination was negative except for some 
slight tenderness and indefinite fullness in the left 
fornix. However, under anaesthesia the left ovary was 
found to be enlarged to the size of a golf-ball. 

At laparotomy the left ovary was found to be 
replaced by a solid tumour, which was removed, the 
tube being conserved. The patient made an uninter- 
rupted recovery, and subsequently her periods resumed 
a regular 5/28 day cycle, and she twice became preg- 
nant. 


Pathology 

The ovary on cut section showed a yellowish grey 
spherical mass of tumour, approximately 1 inch in 
diameter, surrounded by a rind of normal ovarian 
tissue containing a follicular cyst. The tumour was 
firm in consistency and traversed by fine strands of 
fibrous tissue. Microscopically, the tumour was com- 
posed of masses of irregularly arranged tubules, lined 
by tall columnar epithelium, supported on a fairly 
dense basement membrane. The cell nuclei were 
situated for the most part on the basement membrane; 
a few of the cells contained vacuoles, but there was 
little secretory activity, and the lumina of the tubules 
were for the most part empty. The supporting stroma 
was quite sparse, and no cells corresponding to 
testicular interstitial cells were present. Fuchsinophil 
cytoplasmic granules characteristic of masculinizing 
activity were absent. The general orderliness of the 
growth and the absence of mitoses were notable. The 
general appearance of this tumour conformed to that 
of the so-called testicular adenoma of the ovary, 
regarded as the most highly differentiated form of the 
arrhenoblastomata, and originally described by Ludwig 
Pick in 1905. The histological picture and the 
patient’s subsequent history indicated that this par- 

lar tumour was benign. The sole clinical'manifesta- 
tions of any hormonal disturbance were a measure of 
oligomenorrhoea and possibly the appearance of a few 
hairs on the upper lip. 

There seemed little doubt that the embryonic ovary, 
during its early development, suffered two distinct 
waves of germ cell invasion, the first by sex- 
undifferentiated cells. and the second by female sex- 
differentiated cells. The first invasion occurred before 
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gonad differentiation had occurred, and therefore if 
tumours arose from cell survivors of such an invasion, 
one would expect to find representation of such 
tumours in both male and female adults. To account 
for the origin of the arrhenoblastomata, Meyer had 
elaborated a hypothesis based largely upon the assump 
tion that such sex-undifferentiated cells did survive 
and undergo male direction. Seminomata in the male 
testis and dysgerminomata in the female gonad were 
similar tumours probably of common origin. Function- 
ally both were neutral, and probably arose from cell 
survival of the original undifferentiated germ cell 
invasion 


The excretion of male hormones was not the sole 
prerogative of the male, nor indeed was the excretion 
of female hormones purely a matter of female suffrage. 
It was clear that male hormones were elaborated in 
the female, possibly in the ovary, possibly in the 
adrenal or more probably in both. Yet no one would 
assert that in the female, in the absence of a tumour, 
the elaboration of androgenic hormone was the result 
of activity of any male tissue element within the ovary; 
rather there would be agreement that some normal 
adult tissue, derived from normal ovarian parenchyma, 
capable of producing on the one hand follicles and 
their derivatives and, on the other, the ovarian stroma, 
was responsible for male as well as female hormone 
production. 


The term arrhenoblastoma had come to convey a 
false implication of origin from male gonadal tissue. 
In the male, androgenic hormones were products of 
the interstitial cells of the testis, and yet the architecture 
of the arrhenoblasoma was quite unlike that of the 
interstitial cell tumour found in the testis. Again, 
certain ovarian tumours associated with hirsuties 
resembled luteal tissue, others resembled adrenal tissue, 
whilst others had been described as indistinguishable 
from granulosa cell tumours. In fact the microscopical 
appearance of these androgenic tumours was no reliable 
guide to their hormonal function 


In considering functional ovarian tumours it was 
probably safe to assume that the precursor of the 
granulosa cell tumour and the thecoma was the same 
as that for the corresponding normal ovarian tissue 
elements. In view of the diversity of histological 
structure that androgenic ovarian tumours presented, 
probably both oestrogenic and androgenic ovarian 
tumours were derived from ovarian parenchyma 
Oestrogens and androgens were very closely allied 
chemically, and it was probable, therefore, that the 
androgenic activity of an ovarian tumour might be 
simply the expression of some chemical deviation in 
what otherwise would have been a primarily oestrogen- 
producing tumour. 


On such an hypothesis it was suggested that the 
functional ovarian tumours could be reviewed irre- 
spective of their actual masculinizing or feminizing 
activitv. The ovarian parenchyma was capable of pro- 
ducing either epithelial or connective tissue structures 
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In both cases three lines of development lay open. In 
both cases normal adult ovarian tissue structures, 
granulosa cells and theca interna cells might be pro- 
duced, happily the commonest behaviour. The other 
two lines of development involved tumour formation, 
with or without alteration of the chemical or hormonal 
function of the tissue involved. If no change of 
function occurred, the granulosa cell tumour was in 
the epithelial line of descent and the more benign 
thecoma in the connective tissue line of descent. If 
alteration in chemical function did occur, then the 
Pick’s adenoma and the arrhenoblastoma resulted. 
Since both sets of tumours would arise on such an 
hypothesis from a common parent ovarian paren- 
chyma, it was not difficult to understand how inter- 
mediate forms between the epithelial and connective 
tissue tumours in each category, as were so commonly 
found, might arise. 


In the particular case described, the very slight 
defeminizing action of the tumour was notable. 
Arrhenoblastomata commonly occurred during adoles- 
cence or the early reproductive phase, but they also 
arose in later life. Dr. Paine showed a photograph of a 
tumour recovered from a woman, aged 56 years, 13 
years after the menopause. Although histologically 
a tubular adenoma, it produced no signs of defeminiza- 
tion. It was partiy because of its size and partly 
because of the short phase of post-menopausal gleed- 
ing that the patient sought advice and treatment. In 
this case the endometrium showed histological evidence 
of cystic hyperplasia, probably because almost any 
ovarian tumour occurring in the post-menopausal era, 
because of the temporary increase in blood supply to 
the ovary, might light up ovarian function and produce 
a phase of endometrial cystic hyperplasia. On the 
other hand, it was possible that this tumour, although 
it showed the histological characteristics of a tubular 
adenoma, did not exhibit the usual perversion of 
biochemical activity towards androgen production. If 
this were the case, then for what one case was worth 
it would support the theory. that these tumours were 
primarily oestrogen producers. 


(The first of these cases was operated upon by Mr. 
Glyn Davies, and the second by Mr. Patrick, to whom 
he was indebted for the details of the cases.] 


Discussion 


Professor T. N. A. Jeffcoate said it was generally 
held that the more differentiated the arrhenoblastoma, 
the less virilizing its effects. Masculinization might 
depend on the extent to which the tumour contained 
cells resembling the interstitial cells of the testis. He 
described three cases he had seen recently of functional 
ovarian tumours in which the histology was not at all 
in accord with what had been expected from the 
clinical picture. He therefore thought it better to 
classify such tumours according to their functional 
effect rather than according to their histology. Dr. 
Paine agreed with this. 
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Dr. A. Ambery Smith read a note on 


Tue DiaGnosis oF CepHALo-Petvic Dispro- 
PORTION IN PRIMIGRAVIDAE IN THE LAST WEEKS 
OF PREGNANCY. 


Dr. Smith limited his remarks to disproportion 
between the head and the brim of the pelvis because 
this was the most common problem, for he believed 
that the head whose greatest diameter had successfully 
passed the plane of the brim could nearly always be 
safely delivered vaginally. 

Dr. Smith said he was dealing with a single antenatal 
examination at or near the 38th week of pregnancy, 
because he felt that, unless the obstetrician could be 
certain then that the head would go through the brim, 
further investigation of the pelvis ought to be made by 
either clinical or radiological means. He then reviewed 
the various clinical methods of “ fitting” the head to 
the pelvic brim. 

Professor Claye (1948) had described his method in 
these words: 

“ The attempt to press the head into the pelvis is 
made with the examiner standing on the patient's right 
side: the index and middle fingers of both hands are 
placed on the symphysis pubis and the thumbs on the 
upper part of the head. Pressure is made with the 
thumbs.” 

A method, similar in principle, had been described 
by Chassar Moir (1950), but Claye had also drawn par- 
ticular attention to the value in doubtful cases of 
repeating the examination with the patient standing, 
believing that not only might the station of the head 
be lower in this position because of gravity, but also 
that flexion of the head was prompted thereby, a 
smaller diameter being thrown across the brim. 

Rohan Williams and Phillips (1946) pointed out that 
when a lateral radiograph was taken routinely with the 
patient standing, in many of the cases referred for 
“ high head” the head was seen in fact to be engaged. 

Chassar Moir (1950), however, stated that it was in 
such cases that the foetal head would be found to enter 
the pelvic brim easily by his clinical test. 

Dr. Smith explained that his interest in this subject 
had sprung mainly from his own difficulties. He had 
found the decision more easy with the patient standing 
than lying, but was still not infrequently in doubt. 
When the results of this examination were inconclusive 
it was usually because the patient found it impossible to 
relax her abdominal muscles in the erect position. 

He then described a simple clinical method which 
he had found useful in these cases. If, when the patient 
was asked to stand up, the head sank through the pelvic 
brim, or could be pushed backwards through the plane 
of the brim, the presenting part would be at or near 
the level of the ischial spines. At that level it was 
easily accessible to examination from below. During 
the past 8 months he had done a rectal examination 
with the patient standing in any case where he was 
uncertain about the station of the head after abdominal 
examination. By this means the necessity for further 
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investigation of the pelvic capacity might often be 
ruled out. 

Dr. Smith illustrated his remarks by giving a table of 
the findings in 400 primigravidae (Table I), and sum- 
marized the method of delivery in 24 cases referred 
for radiological investigation (Table ID). 


Total cases 
Delivered as breeches 
Patients delivered before the 38th week 
Head already engaged to the greatest dia- 
meter on clinical examination at 38th week 


Cases remaining 
Cases referred for radiological investigation 


(Of these 24 cases a pelvic examination with 
the patient standing was noted) 

Cases remaining 

Specifically noted that the head entered on 

(The diagnosis of the absence of dispropor- 
tion was made or confirmed by pelvic 
examination with the patient in the erect 
position in 12 cases) 


Taste II 


Summary of 24 Cases Referred for Radiological 
Investigation 


In 4 cases the head was engaged to the greatest dia- 
meter. 
In 7 the head was high but the brim measurements 
were adequate. 
In 12 there was definite contraction of the true con- 
jugate (10.5 cm. or less). 
Of these 12: 6 had normal or low forceps deliveries. 
2 had manual rotation and forceps extrac- 
tion. 
4 had Caesarean section, viz. : 

(i) In addition to the pelvic contraction the 
birth canal was obstructed by the non- 
pregnant half of a uterus pseudo-didelphys. 

(ii) Primigravida, aged 40, with pre-eclampsia 
who had failed to respond to a medical 
induction: the true conjugate measurement 
was 10 cm. ‘ 

(iii) Primigravida, aged 29, with true conjugate 
of 8.8 cm. 

(iv) Primigravida, aged 38. Married 11 years. 
Previous sterility investigation. True con- 
jugate 9.2 cm. 

The remaining case had a Caesarean section for 
placenta praevia. 


400 
16 
44 
340 
205 = 
(60.3%) 
24 
(7%) 
5 times 
110 
37 
| 
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Discussion 

The President commented on the low Caesarean 
section rate in the 400 cases. Mr. G. W. Theobald 
also congratulated Mr. Smith on his conservatism. He 
himself had found that lifting up the uterus to bring its 
axis into the axis of the pelvic brim very useful, but 
Mr. B. L. Jeaffreson preferred drawing up the knees 
to bring the plane of the brim nearer right angles to the 
head. Mr. C. J. K. Hamilton sat the patient up or 
employed the lithotomy position in cases of doubtful 
cephalo-pelvic disproportion. He had found a full 
rectum to be an important factor in non-engagement of 
the head near term. He ventured to question Dr 
Smith's generalization that the head whose greatest 
diameter had successfully passed the brim, could 
usually be delivered safely vaginally. Dr. G. Blomfield 
cautioned against the adverse biological effects of 
radiation on the foetus when X-rayed late in preg- 
nancy, but Dr. Smith countered that in Leeds they did 
not consider any risk involved thereby 


Mr. L. B. Patrick and Dr. C. G. Paine described 
A CASe oF MASCULINIZING ADRENAL TUMOUR 


Although cases of menstrual irregularity associated 
with hirsuties and metabolic disturbances were 
common in gynaecological clinics, it was often difficult 
to discover the cause and some of the opinions regard- 
ing the source of the virilizing factors would be 
reviewed 

While virilism might be due to certain ovarian con- 
ditions such as arrhenoblastoma and masculino 
blastoma, or might occur in association with pituitary 
lesions, they would concentrate on virilism related to 
lesions of the adrenal cortex. The virilizing factor 
might be produced by normal adrenal cortical cells, or 
by cells in the cortex not normally present. 

Krabbe (1921) tended towards the latter possibility 
and suggested that the virilizing hormone was secreted 
by reactivated testicular cells enclosed in the adrenal 
cortex during early embryonic life 

Broster and Vines (1933) drew attention to the 
presence in the adrenal cortex of numerous cells con- 
taining fuchsinophil cytoplasmic granules in those 
cases showing virilism. They noted that such cells 
were infrequent in cases not showing virilism, although 
they might possess lesions that were, in all other 
respects, histologically similar. However, Broster 
(1941) detected fuchsinophil granules in one case of 
cortical hyperplasia where demasculinization was one 
of the main clinical features 
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Grollman (1936) believed that the adrenal gland 
contained a third or androgenic zone distinct from the 
cortex and medulla. This zone normally disappeared 
within a few months of birth, but occasionally per- 
sisted into adult life and hyperplasia or neoplasia 
might arise in it. 

In addition androgens had been isolated from 
adrenal cortical tissue, and the detection of excessive 
androgen excretion in the urine of patients with 
virilism, with its disappearance after appropriate 
surgery on the adrenal, left little doubt that the 
adrenal cortex could be a potent source of androgenic 
hormones. 

Gersh and Grollman (1939) held the view that these 
androgens resulted from a metabolic disorder of the 
true adrenal cells, which under normal conditions 
secreted the life-sustaining principle. Hoffman (1944) 
pointed to a close chemical relationship between such 
cortical compounds and androgens obtained either 
from the gland itself or from the urine of patients with 
adrenal virilism. He suggested that in such patho- 
logical conditions the normal adrenal metabolism 
might be so perverted that androgens were produced 
in place of the usual cortico-steroids. The fuchsino- 
phil material described by Broster and Vines might 
represent this perverted secretion, or possibly an inter- 
mediate product in the process leading to androgen 
formation. 

Attempts had been made to associate androgenic 
activity of the adrenal with one of the 3 histological 
layers of the adrenal cortex. Cahill (1936) had pointed 
out that adrenal tumours without endocrine change 
showed a histological similarity to the zona fasciculata, 
whereas where virilism was a predominant clinical 
feature the tumours resembled the zona reticularis. 
Broster and Vines also described their fuchsinophil 
cells as occurring in the reticular layer, and Goldzieher 
and Kroster (1935) described 5 cases of virilism with 
obesity associated with adrenal cortical hyperplasia 
involving the reticular zone. These observations sug- 
gested that the reticular zone was particularly prone to 
undergo metabolic disorder with androgen production. 
Referring briefly to lesions of the pituitary which had 
been associated with virilism, Dr. Patrick said that 
when Cushing (1932) described the syndrome of 
pituitary basophilism he suggested that the adrenal 
cortical changes so frequently associated were due to 
an excess production of adrenocorticotrophic hor- 
mone by the pituitary lesion, and clinical improvement 
following irradiation of the pituitary lent support to 
his views. Since then, however, it had been shown 
that the clinical picture of Cushing’s syndrome might 
be present when no pituitary lesion could be demon- 
strated. Cushing’s syndrome had also been described 
in association with chromophobe and with acidophile 
adenomata by Eisenhardt and Thompson in 1939. 

Crooke (1935) described a specific type of degenera- 
tion of the basophil pituitary cells in association with 
the Cushing syndrome, and this change might provide 
the clue to the pituitary-adrenal relationship in such 
cases. 
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Hoffman (1944) believed that in view of their close 
functional relationship either the pituitary or the 
adrenal may be primarily affected. On the other hand, 
Haymaker and Anderson (1938) considered that only 
the adrenal was concerned; they believed that Cush- 
ing’s syndrome and adrenogenitalism should be classed 
together as examples of one adrenal cortical syndrome 
wherein there was an overproduction of both metabolic 
and androgenic hormones. In the case of Cushing's 
syndrome the metabolic hormone overproduction pre- 
dominated, whereas in adrenogenitalism overproduc- 
tion of androgenic hormone was the main feature. 
However, the exact relationship between pituitary 
lesions and Cushing’s syndrome remained obscure. 


Case History 

The patient first attended the Jessop Hosprtal in 
October 1946 when she was 20 years of age. Her 
menarche was at 10 years of age and her cycle had 
been regular 7/28 until the abrupt onset of amenor- 
rhoea at 18 years. About the same time she noticed 
a growth of hair on her face, and started to use 
depilatories and to shave. 

Examination showed a male distribution of coarse 
dark hair, most pronounced on the lower limbs. There 
were several pigmented moles on the trunk and face. 
The skin, especially of the face, was coarse in texture 
and showed acne and depilation scars. Muscular 
hypertrophy particularly of the recti was present. The 
body contour tended towards the male; but the breasts 
were still well-developed. She was not obese and 
stated that she had lost weight. Her voice was low- 
pitched but she had not noticed any change in it. The 
clitoris was hypertrophied; the vulva and vagina were 
normal but the uterus felt small. A sound passed for 
24 inches. The ovaries felt normal in size and biopsy 
revealed an atrophic endometrium. 

The configuration of the bones of the face and the 
fact that some of the bones were thickened, suggested 
that in addition to her virilism she was also suffering 
from early acromegalic changes, and on X-ray the 
pituitary fossa appeared to be slightly enlarged. 

Under anaesthesia no adrenal or ovarian tumour 
could be felt. Renal function and sugar tolerance 
tests were normal. No gonadotrophic hormones were 
found. Free and combined oestrogens were equivalent 
to 20 M.U./litre, while daily 17-ketosteroids excreted 
equalled 180 mg. 

A diagnosis of a primary pituitary lesion was made 
and deep X-ray therapy given apparently without 
beneficial or adverse effects, except for a feeling of 
weakness, tiredness and somnolence which lasted for 
7 days. 

The high 17-ketosteroid output should have led to 
further investigation of the adrenals, though a level 
below 200 mg. is not in itself a reliable point in 
diagnosis. The patient was re-admitted in March 
1948, i.c. 18 months later, with the signs already 
described, more marked. She did not admit any 
change in her attitude towards the opposite sex. Her 
blood-pressure varied between 128/80 and 140/90, 
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haemoglobin 110 per cent; white blood corpuscles 
7,800; E.S.R. 2.25 mm./hr.; serum sodium and blood 
chlorides were within normal limits; sugar tolerance 
was normal. The most marked change was in the 17- 
ketosteroids which on three occasions varied between 
515 and 580 mg., indicating the probability of an 
adrenal tumour. The urine was tested for dehydro- 
isoandrosterone, which, according to Patterson (1947), 
if present in quantities detectable without concentrat- 
ing the urine, afforded a reliable means of distinguish- 
ing virilism due to adrenal cortical neoplasm from that 
due to hyperplasia. In this case the test was positive. 

The lower pole of the left kidney could then be 
palpated and an intravenous pyclogram showed a 
downward displacement of the left kidney. The hilum 
appeared to be directed upward and medially, not 
downwards as was usual when the kidney was dis- 
placed by an adrenal tumour. 

Bilateral perineal air insufflation was performed by 
the technique recommended by Cope and Schatzki 
(1939), and an intravenous pyelogram was made at 
the same time. The method visualized splendidly a 
left adrenal tumour and appeared to show an adrenal 
gland on the right side. 

Operation by the transperitoneal route through a 
subcostal incision as advised by Cahill (1936) was per- 
formed. The presence of a right adrenal gland was 
confirmed. No evidence of secondaries could be felt. 
The uterus felt hypoplastic and the ovaries normal. 
The splenic flexure was mobilized revealing a rounded 
tumour with numerous veins coursing on its surface. 
After ligation of its vascular pedicles to prevent any 
dissemination of hormones or malignant cells, the 
tumour was removed easily. 

The patient’s condition remained good throughout 
the operation, but about an hour after her return to 
the ward her systolic blood-pressure fell to 90 mm; 
it rose again soon after a 5 per cent glucose saline drip 
containing 5 minims of adrenalin was administered 
intravenously, followed by a 24 per cent saline drip. 
During this time she sweated profusely. Her pulse rate 
remained between 110 and 130 for 9 days for no 
apparent reason. She was given 5 ml. eucortone on 
the day before operation and 5 ml. on the day after. 
Recovery was uninterrupted. 

Three weeks after operation 17-ketosteroids were 
23 mg./24 hours and Patterson's test for the detec- 
tion of dehydro-isoandrosterone was negative. 


Pathology 

The tumour was an approximately rounded mass of 
size 4 by 34 by 1} inches and weighed 245 g. There 
was a well defined capsule on the surface of which ran 
3 large blood vessels, dipping dow. into the substance 
of the tumour. Its surface was tompletely smooth, 
and just beneath the capsule were small localized 
areas of bright yellow tissue resembling normal 
cortex, distributed along the lines of the blood vessels. 
The remainder of the tumour was of a purplish- 
red colour. On cut section the tumour presented a 


% JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


deep red, almost homogeneous fleshy appearance, 
divided up by thin strands of fibrous tissue into 
irregular lobules. Here and there were small areas 
of haemorrhage, but in general there was little 
evidence of gross necrosis. Histologically, the tumour 
was composed of masses of large polygonal cells, some 
arranged in columns, some with a reticular arrangement 
and others grouped about blood spaces which were 
very numerous here was a rough correspondence 
with the zona fasciculata and zona reticularis of the 
normal! cortex. The cells were approximately 15-17. 
diameter, and were supported on a fine reticular fibrous 
tissue arrangement. The cytoplasm was finely granular 
for the most part, but here and there were clusters of 
cells packed with coarser fuchsinophil granules. The 
nucleus was rounded and had a dense nuclear mem- 
brane with a reticular internal protoplasm, and con- 
tained up to 3 basophil nucleoli. The general granu- 
larity of the cells contrasted with the clear cytoplasm 
of the cells situated just under the capsule which 
corresponded to remnants of normal cortex. There 
was a fine deposition of gylcogen granules in some of 
the cells, immediately surrounding the nuclei. Mitoses 
were extremely uncommon. The tumour was classified 
as a virilizing adenoma of the suprarenal cortex. 


Seventeen days after operation the patient was 
discharged home and 3 weeks later she started to 
menstruate and had menstruated regularly since. 


One year after operation, the growth of hair on her 
face was softer and lighter in colour and she shaved 
only every second day instead of every day. The 
extreme hirsutism of the legs had almost disappeared 
and the remaining hairs were fine in texture and lighter 
in colour. The pigmented moles had not altered. She 
stated that her voice was higher pitched though she 
had not noticed any change before operation. She was 
easily tired before but since had felt full of life and 
had gained in weight, and her breasts had enlarged. 
The test for dehydro-isoandrosterone was negative and 
17-ketosteroids were 17.5 mg./24 hours. An endo- 
metrial biopsy taken at the onset of menstruation was 
reported as being early menstrual disintegration in a 
secretory endometrium 


This case of virilism due to an adrenal! cortical 
neoplasm was of interest in that it illustrated the value 
of perirenal insufflation coupled with pvyelography in 
tumour location. It also afforded a further example of 
a positive Patterson's test associated with adrenal 
tumour 


The fuchsinophil staining was demonstrable in 
sections of the tumour, but no direct relationship 
between the distribution of fuchsinophil celis and par- 
ticular cortical layers could be established. 


The tumour, fortunately, was benign in character 
and its surgical removal was thereby rendered rela- 
tively easy. The condition of the patient one year 
after operation showed that some, but not all, of the 
virilizing stigmata had disappeared. 


Discussion 

Mr. F. Stabler emphasized that, if it were more 
generally realized that a virilizing tumour did not lead 
to hirsuties alone without any defeminization, many 
young girls with a little more hair than most would be 
spared a consultation with the gynaecologist. 

Professor T. N. A. Jeffcoate seconded these remarks. 
He thought that a 17-ketosteroid output of more than 
100 mg. per day was an indication for operative 
surgical exploration. It was not true that after removal 
of a virilizing tumour the hair of masculine distribution 
fell out within days. 

Mr. Patrick replied. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


Aprit 1951 


The President, Dr. J. W. Hunter of Manchester, 
took the chair at a meeting of the North of England 
Obstetrical and Gynaecological Society held in the 
Lecture Theatre at the Algernon Firth Institute of 
Pathology on Friday, 27th April, 1951. 


Mr. D. W. Currie gave a paper on 


Tue TREATMENT oF Massive UTrerine PRoLaPse WITH 
EspeciaL NOTICE OF THOSE CASES INVOLVING THE 
VAGINAL VAULT 


He said that each prolapse presented an individual 
problem and repair operations, to be successful, must 
take into account the special characteristics of each 
case. He said that when this was done and the opera- 
tion skilfully performed, one could be assured of 
success and above all of the gratitude of a satisfied 
patient. 

He reminded the Society that Bonney had drawn 
attention to this fact many years ago and listed some 
of the principles to be followed at operation: 

1. Shortening the ligaments. 

2. Narrowing the vaginal lumen. 

3. Thickening the vaginal walls (a) along the whole 

length, (b) at the vaginal orifice. 

4. Securing the normal anteverted uterine position. 
In the more common second degree of acquired 
uterine prolapse use could be made of these principles 
and a fairly normal uterus and vagina achieved, but 
in the tvpe of case he was about to discuss the 
operator's choice was limited either because of the 
type of prolapse or because of previous operations. It 
was for this reason that many people over-emphasized 
one or more of the princ'ples left, such as gross narrow- 
ing or shortening of the vagina or obliterating the 
normal anatomy altogether, as in the Le Fort’s or 
interposition operations. 

He went on to discuss four different types of genital 
prolapse, each one having its own individual charac- 
teristics and each one presenting a problem greater 
than the last. 
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REPORTS OF SOCIETIES 
1. The massive prolapse with complete vaginal 
inversion. 
2. Pouch of Douglas hernia. 
3. Prolapse of the vault following sub-total hysterec- 
tomy. 


. Prolapse of the vault following total hysterec- 
tomy. 


He said that he was unable to repair a major prolapse 
without removing the uterus but that he realized that 
other surgeons achieved success by other methods. 


When the uterine body had been removed some other 
structure had to be found on which to hang the vagina 
and this structure could be made by fastening together 
the round ligaments, the broad ligaments and the true 
ligaments of the cervix and vaginal vault. In this way 
a firm ledge could be constructed in the mid-pelvis 
and the vault fastened to it. 


In congenital prolapse the true ligaments were 
deficient and a pouch of Douglas hernia was frequently 
present. A failure to recognize this feature was a 
common cause of unsuccessful repair. 


After sub-total hysterectomy, if the cervical stump 
prolapses, the operator is dealing with a “ phantom”, 
congenital prolapse. In these cases prolapse would 
have occurred whether the uterus had been removed or 
not. Prolapse of the vault would usually have been 
prevented by a satisfactory total hysterectomy during 
which operation the vault could have been fixed before 
it began to descend. It was for this and other reasons 
that Mr. Currie thought the sub-total operation was 
surgically unsound. This type of prolapse was more 
difficult to cure because help from the round and broad 
ligaments had already been lost and the cardinal 
ligaments were weak. Still worse was the case in which 
there was inversion of the vagina after a total hysterec- 
tomy, for here all supports had gone and the operator 
was asked to “ erect a tent without a pole”. It was in 
these cases in particular that the operator should 
recollect his real object, namely the remaking of an 
adequate vagina; it could be done by making horns 
from the vaginal skin in the region of the vault and 
fastening them to what little fascia could be found. 


He went on to describe what he called “ The Horn 
Operation for Pouch of Douglas Hernia”. After the 
uterus had been removed and the hernial sac isolated 
and excised, the peritoneal cavity was closed. The 
round, broad and cervical ligaments were fastened 
together and a double length of catgut was left attached 
to the posterior end of the shelf he had made. Next 
the cystocele was repaired and the anterior wall com- 
pleted. During the plastic operation to the posterior 
wall two everted horns of, vaginal skin were formed 
near the vault of the vagina and after inversion their 
bases were attached to the posterior end of the mid- 
pelvic shelf by the two pieces of catgut left long earlier 
in the operation. In addition they were included in the 
deepest muscle stitch when building up the perineal 
body. 
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He gave details from his practice during the last 3 
years. 

During the last month he had sent for 113 patients 
and examined 97. They varied in age from 28 to 92. 
More than half the cases were over 60 years old. Of 
the 113, 2 had died from pulmonary embolus. He 
stressed the value of careful preparation of the patients 
for the operation. He had assessed the results firstly 
from the patient's point of view and secondly from his 
own appraisal of the condition of the reconstructed 
vagina. Patients’ descriptions varied and he had liked 
the one who had said that it was “a wonderful result, 
intercourse was impossible”. Of the 97 patients he 
had seen, 8 had complained that intercourse was 
unsatisfactory, one of them a woman of 70, none under 
the age of 50. In each case the cause was a shortening 
rather than a narrowing of the vagina. Three patients 
had developed stress incontinence since operation 
though the vault and vaginal walls were secure; 2 of 
them had been successfully treated by sub-urethral 
fascial slings. 

There were 67 cases of massive prolapse, 26 of 
pouch of Douglas hernia, 8 of prolapse of vaginal 
vault after sub-total hysterectomy and 12 after total 
hysterectomy. In only 5 cases was there any sign of 
buiging of the vault and in all of these it had appeared 
within 2 or 3 months of the operation. Three of these 
5 women had symptoms associated with the bulging. 
In each of these 3 a second repair had been simple 
and so far adequate. 

Mr. Currie then showed a series of slides and a film 
illustrating the principles of the operation he had 
described. 


Discussion 

The President thanked Mr. Currie for his most 
excellent paper and film and congratulated him on the 
design of a new modification in an operation for a con- 
dition which could be very difficult to cure. He 
regretted rather than deplored the fact that Mr. Currie 
failed to cure prolapse except by vaginal hysterectomy. 
He thought that stress incontinence appearing for the 
first time after a colporrhaphy was due to the shorten- 
ing of the anterior vaginal wall. 

Mr. J. E. Stacey expressed his admiration for the 
operation and for the film. He thought that the main 
point in the treatment of vault prolapse was to isolate 
and remove or close the sac, as had been so clearly 
shown in the film. He applauded the broadening of the 
vaginal vault which Mr. Currie achieved by his horn 
operation. He did not consider it essential to remove 
the uterus during the cure of a prolapse but admitted 
that in more than 60 per cent of his own cases he 
performed vaginal hysterectomy. 

Mr. K. A. Evans reported having done 190 opcrations 
for large prolapse with 1 post-operative death. He 
found it helpful to perform vaginal hysterectomy in 
these cases. He thought that spinal anaesthesia, par- 
ticularly the use of a saddle block technique, dimin- 
ished haemorrhage and greatly improved the conditions 
under which the surgeon worked at operation. 


| 


98 


Mr. P. Malpas and Mr. J. Carr Brundret described 
A Case of HAEMANGIOMA OF THE UTERUS 


On 4th October, 1948, a 2-para, aged 34 years, 
attended the hospital and gave the following history. 
Her August period had lasted 2 weeks, although the 
loss was not heavy, the September period lasted her 
normal! time of 6 days but was heavier than usual, and 
2 weeks after it finished the bleeding began again and 
continued every day for 6 weeks until she was seen 
and admitted to hospital on Ist November. Her 
previous health had been normal. She had had no 
miscarriages and never missed a period since her last 
child 6 years ago. Apart from the bleeding she made 
no complaints at all. The uterus and appendages felt 
quite normal 

A curettage was performed by the house surgeon 
on 2nd November. It set up violent bleeding which 
called for firm packing of the uterus. A note was made 
that the curettings were copious. For 10 days after 
the curettage there was a steady ooze of blood from 
the uterus and on the Ith day the bleeding became 
suddenly very severe, the exsanguination being such 
that despite a transfusion of 4 pints of blood the 
haemoglobin only reached a level of 40 per cent. A 
sub-total hysterectomy was performed at once. The 
uterus appeared normal from the outside. The ovaries 
appeared normal and were not removed 

She left hospital on Ist December, 1948, since when 
she has been seen regularly up to the present. She is 
well and shows no signs of any recurrence to date 
after a period of 24 years. 


Pathological Findings 

The initial curettings showed merely an oedematous 
endometrium with a gland pattern corresponding to 
the I4th or 15th day with occasional glandular cyst 
formations. No angiomatous tissue was seen 

The uterus was opened by an anterior incision. The 
posterior wall of the cavity was of a dark purple 
colour. Vertical slices of the posterior wall showed 
this colour was due to a vascular layer about 5 mm 
thick deep to the endometrium (Fig. 1). The lesion 
was not encapsulated but diffuse, and it appeared that 
the transection of the cervix by the sub-total operation 
was above the lower end of the lesion and that a small 
portion had probably been left behind in the cervical 
stump. Histological sections confirmed this suspicion 

While primary uterine haemangiomata are rare, 
there are perhaps enough cases recorded, some 12 or 
so im number, to allow their characteristics to be 
defined. Reviews of the problem have been contributed 
by Horgan of Washington (1930) and more recently 
by Macdonald (1950) These writers agree that 
vascular fibromyomata and diffuse pelvic telangiec 
tases, involving the uterus from without, fall into a 
different category from the primary uterine cases 

The primary haemangiomata would seem to assume 
different forms. They may be encapsulated and appear 


as lobulated tumours resembling the cavernous angio 
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mata of the liver. Instances of this type have been 
described by Klob (1864), Virchow (1867), Boldt 
(1893). and Horgan (1930). Horgan described his 
tumour as forming a lobulated mass some 5 cm. in 
diameter. Or the lesion may be diffuse, as in the 
present instance and as in the cases described by Dutta 
(1932), Levy-Solal (1945), and Macdonald (1950). A 
third form the lesion may take is a polypoidal mass or 
masses projecting into the endometrial cavity. Instances 
of this were described by Kevorkian (1940) and Knoll 
(1947). It may well be that the diffuse subendometrial 
lesion represent an earlier phase of the polypoidal 
lesions 

The other aspect of these tumours calling for dis- 
cussion is how far they are liable to recur after 
removal. In the present case, although the operation 
was not radical, no recurrence has occurred, and this 
seems to be true of all the encapsulated and diffuse 
lesions described in the literature. This freedom from 
recurrence accords with the known slow growth of 
atigiomata in general. It does not seem to hold for the 
polypoidal cases projecting into the cavity. In 
Kevorkian’s case, which was of this type, the 
patient developed recurrent pelvic tumours 9 months 
after a subtotal hysterectomy. Biopsy showed these 
recurrences to be composed of vascular channels lined 
by medium to small endothelial cells. Knoll’s case 
developed similar peritoneal secondaries after a 
hysterectomy. These recurrences fortunately seem to 
be radiosensitive. In Kevorkian’s case they responded 
to deep X-ray therapy administered in 4 courses of 
2.400 v. units each and given over a period of 6 
months. Six vears later the patient was alive and well. 
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Discussion 

The President thanked Mr. Malpas for his paper and 
pointed out that this tumour was very rare, but that 
in all cases reported severe haemorrhage had been 
the most prominent feature 

Dr. R. Newton asked whether radiation was ever 
important in the aetiology of the disease. 

Mr. Malpas replied that radiation had not been 
given in any of the.cases of which he knew. 
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BOOK REVIEWS 


“Transactions of the XIlIth British Congress of 
Obstetrics and Gynaecology, 1949.” Austral Press, 
London. Pp. 303; price SOs. 


To REVIEW this volume is to take a walk in a garden, 
and to find in it a few new plants and some peren- 
nials; some flowers in full bloom, and some only in 
bud. But unlike most gardens, few weeds are to be 
found. 

The choice of subjects for the 6 sessions of the 
Conterence and the material presented throws an 
interesting light on the changing face of obstetrics and 
gynaecology today. Thus the general attitude to 
Caesarean section is that it is now, in proper hands, 
a safe procedure, so much so that more than one 
speaker refers to the danger of submerging the art 
of obstetrics under a Caesarean flood, and radical 
surgery once again assumes a considerable place in 
the treatment of uterine cancer. 

Turning to the various sessions, the discussion on 
diabetes showed but little progress in reducing foetal 
mortality, and it seems essential that with a disease 
so rare a collective survey should be undertaken. 
Hypertension in pregnancy remains a problem in spite 
of recent progress, and the material presented by the 
two principal speakers at this session will repay 
careful study. Read's paper on enterocele draws 


timely attention to a condition far commoner than 


is often realized, and which as yet receives but little 
attention in the textbooks. 

Transatlantic gynaecology is well represented by a 
masterly survey of endometriosis by Meigs, who also 
contributes a paper on surgery in carcinoma of the 
cervix, while Brunschwig’s presentation of pelvic 
exenteration for advanced carcinoma marks yet 
another step forward in the treatment of this condi- 
tion. Of great interest, too, is Ayre’s study of vaginal 
cytology as an aid to early diagnosis of uterine 
cancer, though one cannot as yet regard this method 
as of value proven beyond doubt. 

Endocrinology, on the whole, emerges worst in the 
field, the concensus of opinion being that urinary preg- 
nanediol estimations are of little clinical value, and 
that White's oestrogen therapy in the diabetic preg- 
nant woman is of dubious account. 

The last session of the Congress is devoted to a 
statesmanlike survey by Gilliatt of maternal mortality 
and the means of reducing it, and will be carefully 
studied by everyone interested. While the tabulated 
figures are impressive, no false complacency should 
be felt. for it is amply shown that there is still much 
room for improvement. 

The book is well produced, on good paper, and 
with clear print. There are, unfortunately, a number 
of printer's errors: the tables are clearly reproduced 
with the exception of those on pages 298-300, which 
will try the visual acuity of the best. 

This book, containing in its 303 pages important 


papers by more than twenty men and women well 
known in the world of obstetrics and gynaecology, 
is an essential addition to the modern bookshelf. 


“ The Rhesus Danger: Its Medical, Moral and Legal 
Aspects.” By R. N. C. McCurpy, M.B., Ch.B. 
D.Ph. William Heinemann Medical Books Ltd., 
London, 1950. Pp. 129; price 5s. net. 


A LITTLe learning is a dangerous thing and, at a 
time when the public mind is becoming increasingly 
aware of the Rhesus factor, it is good to find a book 
which puts the case fairly and squarely, and in a form 
suitable for medical men and laymen alike. The 
available medical facts are simply set out, and the 
marital problems which constantly arise in these cases, 
such as the desirability of abortion, contraception, and 
sterilization, are discussed. The author, obviously 
guided by his own experience, has chosen for dis- 
cussion those questions which are always asked by a 
couple who have an affected child. How often has one 
wished for just such a book to recommend to a dis- 
trait bereaved parent! 


“ Heart Disease in Pregnancy.” By A. MorGAN Jones, 
M.Sc., M.B., F.R.C.P. Harvey and Blythe Ltd. 
London, 1951. Pp. 53, illustrations 6; price 6s. 
net. 


Berore the development of antenatal care as a 
specialized subject, the care of the “ cardiac” patient 
who became pregnant was almost entirely in the hands 
of the physician, and the pregnancy received only 
secondary consideration as a factor influencing the 
primary disease. 

When, in the 1920s, antenatal care began to flower, 
there was at first a tendency to swing the other way, 
and to regard the cardiac condition mainly as a com- 
plication of pregnancy, the latter receiving the main 
consideration, and most obstetricians today have been 
trained to think along these lines. 

In the past few years, however, the via media has 
emerged, in which each condition is evaluated in proper 
relation to the other. 

In addition to this, the study of cardiac disease pass- 
ing through the phase symbolized by the work of Sir 
James MacKenzie, then that of Sir Thomas Lewis, has 
now entered on the third phase of accurate physical 
measurement of the work of the heart and the con- 
ditions under which it is done. 

This book of 53 pages, written by one who has had 
the opportunity of careful study of a large number of 
pregnant women suffering from heart Gisease in the 
light of modern knowledge, is of value to both 
obstetrician and phvsician. The first two chapters give 
an invaluable background of normal cardiac and 
circulatory physiology during pregnancy; an interest- 
ing and practical classification of degrees of fitness 
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for childbearing 1s introduced, and appropriate 
treatment suggested. The management of delivery 1s 
considered, and the danger of Caesarean section 1s 
stressed. A short chapter on anaesthesia would 
enhance the value of this monograph, as so often 
operative delivery is indicated. There is an excellent 
chapter on prognosis which repays careful study. 

The book is well produced and printed on good 
paper, so that reading it easy. It should have a place 
on every obstetrician’s bookshelf 


“The Catholic Doctor.” By FatHer A. BOoNNar, 
O.F.M., D.D., M.Sc Burns, Oates and Wash- 
bourne Ltd., London. Pp. 170; price 12s. 6d. 


Tue Carnotic Doctor” by Father Bonnar is des- 
cribed as an elementary exposition of the teaching of 
the Church on medico-moral questions. Problems of 
this nature frequently present themselves in modern 
obstetrical and gynaecological practice, and Catholic 
doctors will be pleased to have available a short yet 
lucid analysis of the principles upon which they must 
base their conduct in any particular case presenting 
such a problem 

Ihe first three chapters are devoted to the estab- 
lishment of the claim of the Church to teach and 
legislate with authority for Catholics in matters of 
faith and morals. The Catholic doctor accepts this 
claim as established. The non-Catholic reader must 
appreciate this fact if he is to understand the conduct 
of Catholic doctors in cases involving a_ conflict 
between current medical teaching and Catholic 
morality 

Co-operation, a matter of importance in many 
surgical procedures, is discussed in detail and merits 
careful study. A co-operator may never perform an 
action which is intrinsically wrong, but Catholic 
doctors and nurses for reasons of sufficient gravity 
may be material co-operators on many occasions which 
arise in medical practice 

The principle of the double effect is elucidated. The 
fallacy of thinking that “ the end justifies the means,” 
is refuted, though unfortunately in a sub-heading. 
It is noted in this connexion that non-catholic opinion, 
in wishing to benefit the mother, often does not con- 
sider the foetus a separate entity 

The Catholic view on marriage as here set out ts 
sound in its appeal to reason. It is pleasant reading 

Euthanasia, sterilization, and birth prevention are 
condemned, because each such act, for reasons stated, 
is an wiwtrinsically evil act Other arguments are 
developed in support of the opposition of the Church 
to these practices. Among such are, the harmful 
effects of contraception, the basic need to correct an 
unjust social structure which necessitates its use, and 
the possibility of mass sterilization. The non-Catholic 
reader will not be impressed by the force of such 
arguments 

The Catholic doctor in an official position has his 
duties and obligations clarified. It is stated that he 


must express his own opinion according to morality 
“enumerated” by the Church, but he should make 
reasonable provision for such further consultation as 
the patient may desire. 

Artificial insemination is condemned, where it 
involves unnatural production of the male element. 
The investigation of male infertility is similarly 
restricted. These procedures would appear to be 
beyond the scope of the Catholic doctor. 

It is shown that psychotherapy is not in conflict with 
the teaching of the Church. Care is to be taken that 
the patient is not counselled to cure his complaints 
by means considered sinful by the Church. The 
author emphasizes that the purpose of the confes- 
sional is not primarily psychotherapeutic. The 
ministrations of the priest have no medical purpose. 

Sex aberration ts better prevented than cured, and 
a satisfactory guide to sex education is offered. It is 
stressed that this must be individual and dealt with 
in an ordinary way, to ensure that sexual passion is 
in no way associated with the imparting of the infor- 
mation, 

The author in conclusion reminds the Catholic 
doctor of his obligation to maintain a high standard 
of professional knowledge. 

It is regrettable that certain passages are included 
such as, “this disposes of childish babbling about 
‘the best medical teaching and treatment’ which really 
means (if indeed it means anything) the tenets of a 
small number of materialist scientists.” They detract 
from the merits of a book which sets out to enable 
the Catholic doctor reasonably to explain his position 
to his colleagues whose opinions and good faith he 
respects, though differing from his own. 


* Medical Treatment in Obstetrics and Gynaecology.” 
By C. Freperick FLUHMANN. Bailli¢re, Tindall 
and Cox, London: 1951. Pp. 157; price 24s. 


Tuts useful handbook is designed for quick reference 
of various medical and consulting-room measures used 
in the management of obstetrical and gynaecological 
disorders. The text is clear, and considerable care 
ty devoted to the treatment of many minor, and yet 
no less important conditions, which frequently receive 
very inadequate description in larger textbooks. Space 
has also been found to outline the aetiology of many 
of the conditions described. Anaemia is only con- 
sidered in terms of iron deficiency and the recom- 
mendation of a low protein diet and fluid restriction 
in the treatment of pre-eclampsia is open to dispute, 
as is the use of stilboestrol and progesterone in the 
management of threatened and habitual abortions. 
Such disorders as pregnancy complicated by chronic 
hypertension, chronic nephritis, diabetes, and heart 
disease are not considered, which is, perhaps, to be 
regretted. 

On the whole, however, this book achieves its 
primary aim and will undoubtedly prove of value to 
student, practitioner, and specialist alike. 
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The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this 
service which cover obstetrical and gynaecological literature and literature on the 
new-born are at our disposal. The Review will, however, contain in addition abstracts 
and titles of articles which, though not of sufficient general interest for publication in 
the monthly volumes published by the British Medical Association, are yet sufficiently 
important for a specialist journal. 
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ANATOMY 
1. The Diagonal Conjugate. 


By D. F. Katrremer. Amer. J. Obstet. Gynec., 61, 
1075-1086, May 1951. 9 figs., 5 refs 

The author carricd out $72 pelvimetries by means ol 
X-rays in order to determine the relation between the 
obstetrical (O.C.) and diagonal (D.C.) conjugates ol 
the female pelvis. The differences varied from 0.2 to 
2.5 cm., with a mean of 1.19 cm. In 20 per cent the 
difference was 1.5 to 2.0 cm.—that is, the amount that 
in practice is usually subtracted from the diagonal! 
conjugate to find the true conjugate. In less than | per 
cent the difference was over 2 cm. and in 88 per cent 
less than 1.5 cm. The author, therefore, concludes that 
difficulty would arise in iess than | per cent of Cases 
by using the X-ray D.C. as an index to inlet contrac 
tion. Clinical estimation of the diagonal conjugate 1s 
very inaccurate, but this does not mean that it 1s of no 
value. Because a clinical D.C. of 11.5 cm. is usually 
regarded as border-line, the cases were analysed to 
find out the percentage of cases where the clinical D.C 
was over 11.5 cm., in which the X-ray D.C. was also 
over 11.5 cm., while the cases in which the clinical 
1).C. was under 11.5 cm. were analysed in the same 
way 

In the latter group 40 per cent of the X-ray D.C.s 
were actually under 11.5 cm., while in the former the 
X-ray D.C. was over 11.5 in 90 per cent. It did not 
make any difference to the accuracy of the clinical 
measurement whether the clinical D.C. was measured 
by a resident house officer or by a visiting obstetrician, 
nor was the accuracy any greater in multigravid than 
in primigravid patients 

When the clinical D.C. was over 11.5 cm. the 
obstetrical conjugate varied from 9.2 to over 11.9 cm., 
and only 33 patients, or about | in 20, had an OC. of 
10.0 em. or less. In this group of 33, there were 8 
cases of obstructed labour and 3 of difficult mid- 
forceps. with one foetal death from intracranial 
haemorrhage. On the other hand if the D.C. is less 
than 11.5 em. it does not necessarily mean that there 
is pelvic contraction, for in 3 out of every 4 patients in 
whom the D.C. was 11.5 cm. or less the D.C. was 
shown by X-rays to be over 10 cm. Vaginal delivery 
can be expected in most cases if the clinical D.C. is 
over 11.5 cm., and if the clinical D.C. is under 11.5 cm 
vaginal delivery can be expected in over 90 per cent 

F. J. Browne 


>? A Morphological and Topographical Study of the 
Sacrum from the Obstetrical Point of View. (Ftude 
morphologique et topographique du sacrum considérée 
du point de vue obstétrical.) 


By M. Mayer and F. Morin. Sem. Hép. Paris, 27. 


993-1007. Mar. 30, 1951. 27 figs.. bibliography 

The authors have carried out a radiographic study of 
the lateral view (profile) of the sacrum by the method 
described by Thoms in 46 patients 

In a study of the anterior surface, they confirmed 
Turner's finding that the female sacrum is equal in 


breadth and iength. They found that the prominence 
clinically palpated and labelled the “sacral pro- 
montory " was radiologically either the upper border 
of the first sacral vertebra or the lower border of the 
filth lumbar vertebra, or in many cases the cartilage of 
the sacro-lumbar joint. In the case of sacralization of 
the fifth lumbar vertebra the prominence which was 
clinically identified was shown radiologically to be the 
upper border of the fifth lumbar vertebra. The relation- 
ship of the sacral promontory to the plane of the pelvic 
niet was found to be variable. In 15 per cent of cases 
only was the promontory actually in the plane of the 
iniet, and in 55 per cent of cases it was between | and 
2 cm. above this plane. It was noticed in the course of 
these studies that the plane of the inlet is found 
posteriorly to lie at the level of the upper border of 
the spine of the fourth lumbar vertebra. Studying the 
lower extremity of the sacrum, the authors found the 
sacro-coccygeal joint line indefinable on the X-ray 
plate in 30 per cent of cases, but it could usually be 
placed fairly accurately by counting the sacral vertebra. 
In 33 per cent of their cases fusion of the joint was 
noted, inviting very careful clinical assessment. 

The morphology of the anterior surface was very 
variable, and the authors have evolved a new technique 
for estimating the sacral curve. A line is drawn from 
the sacral promontory of the anterior surface of the 
termination of the last piece of the sacrum and a per- 
pendicular is dropped from the centre of this line to the 
sacrum (and was found, with very rare exceptions, 
to cut the sacrum at the junction of the second and 
third sacral vertebrae, that is its mid-point). The length 
of this perpendicular was found to give a clinically 
useful minimum figure for the sacral curve (and this, 
in the authors’ opinion, has a considerable influence on 
the rotation of the foetal head in labour). The length of 
this perpendicular ranged from 0.6 to 2.8 cm. Cases in 
which the sacrum was estimated clinically to be flat 
gave a range between 0.6 and 1.7 cm.: clinically normal 
sacra showed a range of 1.4 and 2.6 cm., and in those 
cases in which the sacrum was considered clinically 
hyperconcave the range was between 2.0 and 2.8 cm. 
The authors consider that there is a clinical tendency 
to assess the short sacrum of normal curvature as 
hyperconcave and that clinical error is to be anticip- 
ated in the estimation of the depth of the sacral curve 
in cases in which the coccyx and the sacrum are fused 
together. They note from their study that the sacrum 
is never really flat 

The sacrum was found to vary in leneth between 8.4 
and 13.8 cm. while the length of the line joining the 
promontory to the lower extremity varied from 5 to 
12.5 cm. with an average of 9 cm. There was no 
correlation between the length of the sacrum and the 
depth of the curve. 

A study was also made of the angle between the 
plane of the pelvic inlet and the line joining the upper 
and lower extremities of the sacrum. This angle varied 
between 53 and 98 degrees and it was found that the 
wider the anele, the greater the curve of the sacrum, 
but no relation was observed between this angle and 
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the morphology of the sacrum. No connexion was 
found between the inclination of the pelvis and the 
height of the sacral promontory above the plane of the 
pelvic inlet, nor was any apparent relation found to 
exist between the inclination of the symphysis pubis 
and sacral morphology, nor between the slope of the 
symphysis pubis and the inclination of the pelvis as a 
whole. 

The sacro-vertebral angle was found to vary between 
110 and 156 degrees, and in the authors’ opinion no 
useful deduction could be made from this angle. 
Reference is made to the work of Delmas, of Paris, 
who described two types of sacro-iliac joint with corre- 
sponding anatomical variation in the morphology of 
the sacrum; the first type showed synostosis of the 
sacro-iliac joint with pelvic movement occurring 
exclusively at the hip joint of the lumbo-sacral joint— 
the so-called “ dynamic type ", morphologically resem- 
bling that occurring in the primates and children. This 
type was associated with flattened sacrum. In the 
second type there was free gliding movement at the 
sacro-iliac joints—the “static type”. This type was 
associated with the classic adult type of sacrum. 

A study was made also of the posterior surface of 
the sacrum, with special reference to the position of 
the sacral hiatus. To obtain the posterior view the 
patient was placed on her back with the knees slightly 
flexed. The tube was centred over the centre of a 


line joining the iliac spines, 80 cm. from the plate. The 
tube was then carried 40 cm. towards the patient's feet 
and inclined towards the pubis at an angle of 45 


degrees. Accurate definition of the site of the sacral 
hiatus was found to simplify caudal analgesia con- 
siderably. M. Halden Lloyd 


3. Structural Details of the Vascular System of the 
Human Vagina. (Particolarita strutturali della rete 
vascolare nella vagina umana.) 

By V. Danestno and E. Panini. Arch. Ostet. Ginec., 
56, 115-124, Mar.-Apr. 1951. 7 figs., 18 refs. 


4. A Study of the Autonomic Nervous Supply of 
the Uterus and Vagina. (Quelques considérations sur 
le systtme nerveux autonome utérovaginal.) 

By R. Cousarp. Gynéc. et Obstét., 50, 270-296, 
1951. 19 figs., 54 refs. 


5. Innervation of the Ovary 
vation des Ovariums.) 
By J. KLaperzky. 
1951. 


(Ober die Inner- 


Arch, Gyndk., 179, 363-384, 
10 figs., bibliography. 


6. The Nerves of Normal and Transplanted Rabbit 
Ovaries. (Die Nerven im normalen und _trans- 
plantierten Ovar des Kaninchens.) 

By K. Koppen. Arch. Gyndk., 179, 478-486, 1951. 
6 figs., 16 refs. 


7. The Microscopic Structure of the Stroma of the 
Human Ovary. (Uber den Feinbau des merischlichen 
Ovarialstromas.) 

By H. Drerer and H. Ferner. ZhI. Gyndk., 73, 
949-952, 1951. 6 figs. 
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8. Penetrability of the Uterine Peritoneum. [in 
Russian.) 

By A. L Braupe. Akush. Ginek., No. 2, 20-25, 
1951. 

Experiments were carried out on the uteri of dogs 
killed by exsanguination and on human uteri removed 
at operation or at necropsy in cases of accidental death 
to determine the degree to which certain substances are 
capable of penetrating the peritoneal covering of the 
uterus. In one series the uteri were submerged in the 
fluid under investigation while physiological saline was 
perfused through the uterine arteries and veins, and in 
the second series the process was reversed. Detection 
of the substances tested (haemoglobin and certain dyes) 
in the saline was taken as evidence of penetration of 
the peritoneum. 

It was found that the penetrability of the uterine 
peritoneum was not the same in both directions, some 
of the dyes passing readily in one direction only, or 
more readily in one direction than in the other. The 
peritoneum was not penetrable by haemoglobin or 
Congo red (colloidal suspension). Pregnancy and 
menstruation reduced the penetrability of the peri- 
toneum, and a similar effect was exerted by narcotics, 
which reduced or arrested penetration altogether. 

E. W. Collis 


9. A Study of the Germinal Epithelium of the 
Ovary in Relation to Oogenesis. (Beitrag zur Kenntnis 
des Ovarialepithels und seiner Bezichungen zur 
Oogenese.) 

By I. E. 
20 figs., 39 refs. 

To study the relation of the germinal epithelium of 
the ovary to oogenesis the author examined the ovaries 
from foetuses of 65 mm., 135 mm., and 250 mm., and 
also from infants 4, 11, and 16 months old and girls 
of 5 and 7 years. The origin of oogonia from the 
germinal epithelium could not be confirmed. The 
primordial germ cells migrate from outside into the 
gonads and develop in the mesenchyme and in the 
germinal epithelium. Oogonia migrate back from the 
epithelium into the connective tissue of the cortex 
where they change into oocytes. This process continues 
for several months after birth. No evidence was found 
of a mass degeneration of primary follicles at the time 
of birth. R. J. Ludford 


Acta anat., Basel, 12, 1-29, 1951. 


10. Estimation of the Time of Ovulation by 
Measurement of the Morning Temperature. (Bestim-. 
mung des Ovulationstermins durch Messung der Mor- 
gentemperatur der Frau.) 

By H. Zbl. Gyndk., 73, 939-949, 1951. 
10 figs., 3 refs. 


11. The Significance of the Papanicolaou Tech- 
nique in the Estimation of the Time of Ovulation in 
Relation to the Excretion of Pregnandiol and the 
Morning Temperature Curve. (Uber die Bedeutung 
der Vaginalsmearmethode nach Papanicoulaou zur 


| 
| 


Bestimmung des Ovulationstermins im Vergleich zur 
Pregnandiolausscheidung und Morgentemperatur- 
kurve.) 

By O. A. and H. BurGcer. Gyndk., 73, 
931-939, 1951. § figs., bibliography. 


12. The Purpose of Menstruation. (Le but de la 
menstruation.) 

By J. Borrecta-Liusta. 
197-206, July-Aug., 1951 


13. Age at the Menarche of Girls in Coeducational 
and in Girls’ Schools. (Menarche hos samskole- och 
flick skole-clever.) 

By T. Romanus. Nord. Med., 45, 796-799, May 
23, 1951. 1 fig., 23 refs 


14. The Hormonal Basis of Uterine Bleeding. 
By S. ZuckeRMAN. Acta endocrinol., Kbh., 7, 378 
38K, 1951 39% refs. 


Rev. franc. Gynéc., %, 
25 refs 


1S. Critical Observations on Goodman's Theory. 
(Kritische Betrachtungen und Unterusuchungen zur 
Goodmanschen Theorie der extragenitalen Wellen- 
bewegung bei der Menstruation.) 

By K. and Daun. Z. Geburtsh. 
Gyndk., 135, 27-39, 1951. 13 refs. 


16. Variations in the Protein Content of the Serum 
During the Menstrual Cycle. (Ober Schwankungen 
des Eiweissgehaltes des-Blutserums im Rhythmus des 
Menstruationcyclus mit Hilfe der Bestimmung des 
spezifischen Gewichtes des Serums.) 

By K. Dérine and G. Weser. Arch. Gyndk., 179. 
442-450, 1951. 3 figs., 31 refs 


17. Ovarian Functional Rhythm and its Influence on 
the Activity of the Cervical Glands. (Der rhythmische 
Ablauf der Ovarialfunktion und sein Einfluss auf die 
der Zervixdriisen.) 

By F. Nienporr. Geburtsh. u. Frauenheilk., WW, 
400-415, May 1951. 10 figs., 17 refs. 


18. Analysis of Carbohydrates in Human Cervical 
Mucus by Means of Paper Partition Chromatography. 
{In English.] 

By P. Beroman and I. Werner. Acta obstet. gynec. 
scand., 40, 273-277, 1951. 2 figs., 14 refs. 


19. The Osmotic Pressure of Human Cervical 
Mucus. Cyclic Changes in the Osmotic Pressure of 
Cervical Mucus and the Effect of Changes in Osmotic 
Pressure on Spermatozoal Motility. [In English.) 

By P. BerGmMan and C. G. Lunp feta obstet 
gvnec. scand., 30, 267-272, 1951. 1 fig 


20. The Polysaccharide Composition of Human 


Cervical Mucus. 
By L. B. Suerrtes. Fertil. Steril., 2, 361-368, July- 


Aug., 1951. 11 refs 

>|. Chorionic Gonadotrophin Clearance Tests 

By L. Lasos and K. PAut. Endocrinologie, 28, 129 
134, 1951. 4 refs 
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22. The Effect of Gonadotropic Stimulation on the 
Cholesterol Content of the Ovarian Venous Blood. 
(Gonadotrop stimulerings verkan pa ovarialvenblodets 
cholesterolhait.) 

By P. FaGerHotm. Nord. Med., 45, 803-805, May 
23, 1951. 3 figs., 7 refs. 


23. Observations on the Intravaginal Assay of 
Natural Ocestrogens using Aqueous Egg Albumin as 
the Vehicle of Administration. 

By J. D. Biccers. J. Endocrinol., 7, 163-171, 
June 1951. 23 refs. 


24. Cyto-hormonal Assessment of Vaginal Secretion 
by Differential Methods. (La valutazione cito- 
ormonale del fluido vaginale con i metodi differen- 
ziali.) 

By L. CusmMano. Minerva ginec., 3, 63-67, Feb. 
1951. 18 refs. 


25. Numbers of Normal and Atretic Oocytes in 
Unilaterally Spayed Rats. 

By A. M. Manpt and S. Zuckerman. J. Endoc- 
rinol., 7, 112-119, June 1951. 14 refs. 


26. Influence of Ovarian Hormones on the Acid 
Soluble Phosphate of the Endometrium. 

By U. Borett. Acta endocrinol., Kbh., 7, 17-30, 
1951. § figs., 14 refs. 


27. Human Ovarian Grafts onto the Chorio- 
allantoic Membrane of Developing Chick Embryos. 

By R. E. Rusovirs and B. S. Aprams. Proc. Soc. 
exp. Biol., N.Y., 77, 447-451, July 1951. 6 figs., 
10 refs. 


28. Augmentive Effects of Steroids and Chorionic 
Hormone on Rat Ovary. 

By C. F. FLUHMANN. Proc. Soc. exp. Biol., N.Y., 77, 
472-473, July 1951. 6 refs. 


29. Observations on the Ovary in Old Age. (Contri- 
bucidn al estudio del ovario senil.) 

By J. Vanrect and J. Comas FuNALLet. 
Acta ginec., Madr., 2, 127-134, 1951. 8 figs., 4 refs. 

The authors have made postmortem studies of the 
ovaries in 40 women dying of non-urogenital causes 
between the ages of 57 and 102. They conclude that the 
senile ovary is in a regressive state, and that although 
its size varies, it is always less than in the sexually 
mature woman. Superficial epithelium of the cubical 
and endothelioid types is always found. The tunica 
albuginea is thin, sclerosed, and occasionally hyalin- 
ized. The cortex varies in thickness from a few tenths 
to several millimetres, and although in a few instances 
its structure is preserved, it also is usually sclerosed 
or (less often) hyalinized. In 50 per cent of cases 
cortical pseudo-follicles are present. Vicarious fibrous 
bodies are occasionally present in the periphery and 
are an almost constant finding in the medullary part 
of the ovary. There is an inverse relationship between 
the members of vicarious and medullary fibrous 
bodies. Vessels show sclerotic changes. The rete 
ovarii is well developed in almost 50 per cent of cases, 
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and neuroparaganglionic tissue is found in about 25 
per cent. There appears to be a general relationship 
between the presence of the rete and the neuropara- 
ganglionic tissue, especially in the senile ovary. 


It is impossible to prove the presence of a function- 
ing ovary in the aged, but the senile ovary is not 
simply an atrophic, sclerosed, and cicatrized organ. 

René Méndez 


OBSTETRICS 


30. The Beginnings of Modern Japanese Obstetrics. 
By L. Verru. Bull. Hist. Med., 25, 45-59, Jan.-Feb. 
1951. 9 figs., 13 refs. 


In Japan, as indeed in other countries, obstetrics 
remained largely in the hands of midwives until the 
eighteenth century. The pioneer in this field was 
Kagawa Genetsu, who published in 1765 the San Ron, 
or Treatise on Obstetrics, the first Japanese work of 
its kind based on actual experience. 

Until the sixteenth century, when Portuguese and 
Dutch influence began to be felt, Japanese medicine 
had followed the leadership of Korea and China. More- 
over, until 1745 the study of foreign languages, and 
therefore of Western medicine, was forbidden. When 
the edict was rescinded many Dutch works were trans- 
lated and used, and this had its influence in obstetrics 
as in other sciences. There persisted, however, two 
practices which were exclusively oriental—the use of 
the abdominal binder from the fifth month until the 


date of birth, and the employment of the rolled mat- 


tress as a delivery chair. Kagawa’s original treatise 
was elaborated by his adopted son, Kagawa Genteki, 
and republished in 1774 as the San Ron Yoku, while 
in the same year there appeared Sanka Hatsumo, or 
Enlightment in Obstetrics, by one Katakura. A study 
of the text and illustrations of the latter work shows 
that many of the figures are reproduced from the text 
of Heinrich van Deventer (1698) and that the text is 
derived from Smellie and others, as well as from the 
writings of the Kagawas. Kagawa described five 
methods of manipulation, and it is obvious that by the 
eighteenth century the midwife, in Japan, was becom- 
ing replaced by the male obstetrician. Kagawa does 
not suggest the use of forceps or other mechanical 
aids, but in 1821 Tatsun Ryntei, apparently indepen- 
dently, invented a silk net comparable to the net 
devised by Pierre Amand of Paris a century earlier. 
It was not until the latter part of the nineteenth century 
that Western medicine was fully recognized and in- 
corporated in Japanese practice. Douglas Guthrie 


PREGNANCY 
NORMAL 


31. The Histology of the Pars Intermedia of the 
Pituitary in Pregnancy. (Contvibuto alla istologia della 
pars intermedia ipofisaria in gravidanza.) 

By C. BarsBarossa. Clin. nuova, 12, 409-413, Mar. 
1951. 2 figs., 10 refs. 
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32. The Relation Between Fertility and Age. (Dic 
Abhingigkeit der Fruchtbarkeit der Frau von ihrem 
Alter.) 

By K. Kopren. Z. Geburtsh. Gyndk., 134, 237-241, 
i951. 1 fig., 14 refs. 


33. Characteristic Pigmentation of Scars during 
Pregnancy. (Caratteristico fenomeno pigmentario 
deiie cecatrici durante la gravidanza.) 

By U. BotoGna. Clin. ostet. ginec., 52, 361-370, 
Dec. 1950. 35 refs. 

The author studied the pigmentation of scars acci- 
dentally acquired or following operations in relation 
to pregnancy; he found that if the scar antedated the 
pregnancy by a year or more no unusual pigmentation 
occurred during pregnancy. On the other hand, if an 
operation preceded the pregnancy by a few months, the 
scar partook of the hyperpigmentation appropriate to 
the areola in pregnancy; the changes were more marked 
if the operation occurred actually during the preg- 
nancy. He points out that these observations may 
possibly have medico-legal significance. 

D. B. Fraser 


34. Patterns of Uterine Motility in Relation to 
Sperm Migration. 
By W. Bickers. 
Aug. 1951. 3 figs. 


35. The Energy Output in Various Seated Positions 
of the Pregnant Woman. (I/ costo energetico di alcune 
Posizioni assise nella donna gravida.) 

By M. ,Bertanit. Monit. Ostet.-ginec., 22, 69-86, 
Mar.-Apr. 1951. 5 figs., 35 refs. 


36. Chorionic Gonadotropin in the Blood and Urine 

during Early 

y R. A. Situ, A. ALBert, and L. M. RANDALL. 
Amer. J. Obstet. Gynec., 61, 514-526, Mar. 1951. 4 
figs., 25 refs. 

In this study 17 women were observed through 52 
consecutive menstrual cycles. Human _ chorionic 
gonadotrophin in the serum and urine of pregnant 
women appears most frequently 5 days before the 
expected start of menstruation. Excretion values 
remain more or less constant at a relatively low level 
between the 24th and 40th days after the first day of 
the last menstruation. Maximal excretion occurred 
at about the 70th day, and by the 90th day excretion 
had again fallen to a steady but much lower level. 

The establishment of normal values in early preg- 
nancy can be of aid in the prediction of abortion and 
the fixation of the duration of pregnancy. 

L. A. Cruttenden 


37. Urinary Excretion of Gonadotrophins in Normal 
Pregnancy. (La eliminacién urinaria de gonadotropinas 
en el embarazo normal.) 

By J. M. Bepoya and F. Ptaza. 
Madr., 2, 113-126, 1951. 4 figs., 48 refs. 

The authors have studied the excretion of urinary 
gonadotrophins in 196 pregnant women, using the male 


Fertil. Steril., 2, 342-346, July- 
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frog for the purposes of assay. There were consider- 
able individual variations in the levels so obtained, 
although the excretion curves were similar in shape. 
Curves of mean values showed a rise after the second 
missed period followed by a fall. Another smaller 
rise between the third and fourth months was followed 
by a fall in the fourth and fifth. There was a further 
rise at the end of the fifth month, a fall during the 
seventh, and then a final rise maintained until term 
The individual variations were attributed to different 
rates of hormone utilization, and/or 
destruction, to hormone excretion by routes other than 
the kidneys, and to variations in renal filtration rate 
and urine dilution René Méndez 


production, 


‘8 The Estimation of Urinary Steroids in Obstetrics. 
(Le dosage des stéroides urinaires en obstétrique.) 

By J. Caperas pe Kerteau and C. S. 
Gynéc. et Obstét., 50, 318-324, 1951. 4 figs 


39. Progesterone and the Basal Temperature After 
the 3rd Month of Pregnancy. (Progesteron und Basal- 
temperatur nach dem 3. Schwangerschaftsmonat.) 

By Geburtsh. u. Frauenheilk., 1, 418-420, 
May 1951. 11 refs. 


40. Coproporphrynuria in Normal Pregnancy. (La 
coproporphyrinurie dans la grossesse normale.) 

By A. SopeSa IpaNez. Rev. frang. Gynéc., 46, 
219-225, July-Aug. 1951. 1 fig., 26 refs 


‘|. The Electrocardiogram in Pregnancy and the 
Puerperium. 


By J Amer. Heart J., 42, 11-17, July 


1951 
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23 refs 


42. Bleeding Time, Coagulation Time, and Thrombo- 
cytes During Gestation. (Blutungszeit, Gerinnungszeit 
und Thrombozyten in der Gestation.) 

By Bettwinxet. Z. Geburtsh. Gyndk., 135, 
40.47, 1951. 9 refs 


43. The Electrophoretic Differentiation of Plasma 
Proteins During Pregnancy. (Die Ditlerenzierung der 
Plasmaproteine in der Schwangerschaft durch Elektro- 
phorese ) 

By P. Prau 
May 1951 


44. Changes in the Blood Levels of Chlorine, 
Bromine, and lodine in Physiological Pregnancy, 
Labour, and Puerperium. (1! comportamento del cloro, 
bromo, iodio ematico in gravidanza, travaglio e puer- 
perio fisiologici.) 

By A. Finorti. 
1 fig., 25 refs 


45. The Hydrolysis of Procaine as a Liver Function 
Test in Obstetrics and Gynaecology. (1 ‘idrolisi della 
novocaina quale test di funzionalita’epatica in ostet- 
ricia e ginecologia.) 

By |. Siiorn. Monit. ostet.-ginec., 22, 22-48, Jan.- 
Feb. 1951. 8 figs., 31 refs. 


Geburtsh. u. Frauenheilk., 11, 420-424, 
7 figs. 


Riv. ital. Ginec., 34, 251-272, 1951. 
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46. The Topography of the Placenta in Normal 
Pregnancy. (Topografia de la placenta en el embarazo 
normal.) 

By C. Cotmetro-Larorer. Obstet. Ginec. lat.- 
amer., 8, 554-558, Nov.-Dec., 1950. 4 figs., 14 refs 


47. A Contribution to the Study of Chromotropic 
Substances in the Human Placenta. (Contributo allo 
studio delle sostanze cromotrope nella placenta 
umana.) 

By L. Noss. Riv. ital. Ginec., 34, 227-250, 1951. 
3 figs., bibliography. 

48. The Radiological Visualization of the Placenta 
during Pregnancy. (Zur Rd6ntgendarstellung der 
Plazenta in der Schwangerschaft.) 

By K. Zimmer. Geburtsh. u. Frauenheilk., 11, 340- 
351, Apr. 1951. 31 refs. , 

The author, after giving a short account of other 
methods of placental demonstration, puts forward his 
own views on the very controversial subject of soft- 
tissue placentography. After a fairly lengthy discourse 
on the physical conditions underlying such examina- 
tions, he concludes that it is not possible to discover 
a radiological difference in density between the 
placenta and the uterine wall. The position of the 
placenta, however, can be determined by the rather 
marked widening of the uterine shadow at the position 
of its attachment. He examined 89 cases and found 
that 79 exhibited the thickening of the uterine wall. In 
10 cases, however, a diagnosis could not be made. 
The normal width of the uterine wall on the radio- 
graph is about 0.7 to 0.8 cm. In the region of the 
placenta the mean thickness rises to about § cm. The 
author confirms the fallacy of the commonly-held 
belief that the foetal abdomen always lies opposite 
the placenta. [This has now been disproved by so 
many authors that it is about time for the misstate- 
ment to be deleted from medical textbooks.] 

The soft-tissue technique did not give any conclu- 
sive results in cases where the baby was only 6 months 
old, in multiple pregnancies, in very obese patients, 
and in a case of placenta annularis. Placenta praevia 
could be diagnosed in 3 cases by observing a thicken- 
ing of the uterine wal! in the anterior uterine segment. 
For confirmation cystography was employed. 

J. Rabinowitch 


49. X-rays and their Value in the Localization of 
the Placenta. 

By F. Rem, S. Davipson, and J. C. McC. Browne. 
Proc. roy. Soc. Med., 44, 703-718, Aug. 1951. 6 figs., 
19 refs. 

50. Studies on Placental Permeability with Radio- 
active Isotopes of Phosphorus and Iron. [In English.] 

By J. Narstunp. Acta obstet. gynec. scand., W, 
231-246, 1951. 6 figs., 14 refs. 


51. Arterial and Venous Pressures in Umbilical Cord 
of the Sheep and Nature of Venous Return from the 
Placenta. 

By S. R. M. Reynotps. Amer. J. Physiol., 166, 
25-36, July 1, 1951. 6 figs., 4 refs. 
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52. A Preliminary Evaluation of Cave’s Roentgeno- 
graphic Method of Fetal Cephalometry. 


By T. W. McE.tn, S. B. Lovetapy, R. W. BRANDES, 
J. S. Hunter, and C. A. Goop. Amer. J. Obstet. 
Gynec., 61, 487-497, Mar. 1951. 4 figs., 32 refs. 

Some years ago Cave (British med. J., 1943, 2, 196) 
described a precision method of roentgenographic 
cephalometry of foetuses. His technique consists in 
making an exposure with the X-ray tube centred over 
the foetal skull at a known tube-film distance. Immedi- 
ately afterwards a second exposure is made with the 
same centring but with a different tube-film distance. 
The diameters of the two resulting images of the foetal 
head are measured, and a simple formula applied 
which gives the actual diameter of the head. The 
advantages of this method are: (1) it can be carried 
out in the absence of the radiologist; (2) the varying 
thickness of different abdominal walls need not be 
considered; (3) the radiographs may be taken in any 
position of the patient; (4) there is mo need to ensure 
that any particular diameter is parallel to the film, and 
this method may equally be applied to obtain any 
conjugate or the transverse diameter of the inlet or 
outlet. 

Numerous criticisms of this method have been made 
by various authors, but it is still one of the most 
frequently used methods for determination of foetal- 
head size available to the average ,obstetrician. 

The authors applied this method to 22 women who 
were in early labour with a foetus presenting by the 
vertex. The patient occupied a supine position on the 
table with her hips flexed and a heavy pad placed 
beneath the lumbar spine. Two exposures were made 
on separate films as quickly as possible, a tube-film 
distances of 3 ft. 4 in. (101.6 cm.) and 24 ft. (76.2 cm.). 
A smal! metal disk was suspended from the centre of 
the X-ray tube; by superimposing the shadow of this 
disk on two separate films it was possible to judge 
whether foetal movement had occurred in the interval. 
The authors measured 45 foetal skull diameters and 
found that 77 per cent of the measurements made by 
this technique were within a 5 per cent limit of error 
of the actual diameter. In the whole series the range 
or error with Cave’s technique was from —10 per cent 
to +7.3 per cent. A similar examination with a dif- 
ferent pelvimetric technique gave very much higher 
degrees of error. When the authors determined the 
foetal circumference by a slight modification of Cave's 
method, 91 per cent of their measurements were within 
5 per cent of the actual measurement. 

The difference between the occipito-frontal diameters 
of the largest and the smallest baby was only 2 cm. 
This method would therefore be of practical value if 
the accuracy of approximately 6 per cent in four-fifths 
of the cases as achieved by the authors could be 
obtained by other observers. 

[The authors have excluded grossly unsatisfactory 
radiographs and have been helped by the fact that the 
patients were already in early labour and presenting 
by the vertex. The problem of cephalometry is very 
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much more important in breech cases, and it would 
be interesting to know how their results would com- 
pare if this method were applied to abnormal foetal 
presentations.]} J. Rabinowitch 


53. Hysterograms Showing the Foetus, Living or 
Dead, in utero. (Queiques images hysterographiques 
de foetus ou de morts-nés.) 

By —. Roquetr, —. SARLIN and —. Lomparp. C.R. 
Soc. frang. Gynéc., 20, 300-304, Dec. 1950. 7 figs. 


54. Choriongonadotrophin in Relation to the 
Foetus. (Die fetalen Bezichungen des Choriongonado- 
tropins.) 

By L. Lasos. 


Zbl. Gyndk., 73, 208-211, 1951. 
8 refs. 


fig., 


55. Foetal Tachycardia. (Uber fetale Herztonbesch- 
leunigung.) 
By H. Dorr. 


Zbl. Gynik., 73, 202-206, 
9 refs. 


1951. 


56. Variations in the Duration of Pregnancy and in 
the Weight of Newborn Infants. [In English.] 

By F. Boe. Acta obstet. gynec. scand., 30, 247-255, 
1951. 8 figs., 1 ref. 


57. The Use of Neostigmine as a Means of Diagnosis 
of Pregnancy and for the Treatment of Secondary 
Amenorrhoea. (Aportaciones sobre el empleo de la 
Prostigmina. Como medio diagnéstico del embarazo y 
como tratamiento de la amenorrea secundaria.) 

By J. Rivera Ramos. Rev. esp. Oto-neuro-oftal., 8, 
103-104, Mar.-Apr., 1951. 


58. The One-hour Ovarian Hyperemia Response to 
Intravenous Injection of Human Urine in the Imma- 
ture Rat. 

By S. H. Srurcis and P. Haour. Fertil. Steril., 2, 
347-360, July-Aug., 1951. 12 figs., 24 refs. 


- 59. The Rabbit Test for the Diagnosis of Pregnancy. 
Modification of the Classical Technique. Preliminary 
Communication and Statistical Study. (Reaccién para 
diagnéstico de embarazo hecha en coneja. Modificac- 
iones a la técnica clésica. Communicacién y estudio 
estadistico preliminar.) 

By J. BrerrraM and Q. Becerra. Ginec. Obstet. 
Mex., 6, 135-138, Mar.-Apr., 1951. 3 refs. 


60. Reliability of Pregnancy Tests with Male Bat- 
rachia and Female Rodents. 

By Y. M. Brompera, A. Brzezinski, S. Rozin, and 
F. G. Sutman. Acta endocrinol., Kbh., 7, 31-41, 1951. 
21 refs. 


61. Personal Experience of the Friedman and 
Galli-Mainini Tests in the Biological Diagnosis of 
Pregnancy. (Nuestra experiencia personal sobre las 
reacciones de Friedman y Galli-Mainini en el diag- 
nostico biologico de la gestacion.) 

By —. Carpa and F. Luque. 


Toko-ginec. pract., 
10, 216-223, Apr. 1951. 25 refs. 
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62. The Validity of Pregnancy Diagnosis Tests with 
Xenopus Laevis.. Ust mit Xenopus laevis eine sichere 
Schwangerschaftsdiagnose moglich.) 

By H. Scuape. Z. Geburtsh. Gyndk., 134, 300-303, 
1951. 4 refs 

63. Sensitivity of Xenopus laevis to Chorionic 
Gonadotrophin at Different Times of the Year. (Uber 
die Reaktionsemperfindlichkeit von Xenopus laevis 
Gegentiber dem Gonadotropen Chorionhormon zu 
verschiedenen Zeiten des Jahres.) 

By S. Totvonen, O. Harsora, and T. TiKKANEN. 
Ann. chir. gyn. fenn., 40, 103-107, 1951. 4 refs. 


64. Use of the Swedish Male Toad (Bufo Bufo) in 
the Diagnosis of Pregnancy. {In English.| 
By E. Diczratusy and A. WrstMaNn 
gynec. scand., W, 308-314, 1951. 28 refs. 


Acta obstet. 


65. The Use of Xenopus Laevis, Bufo Bufo, and 
Rana Esculenta as Test Animals for Gonadotrophic 
Hormones. IV. Comparative Investigations on the 
Pregnancy Reactions of Galli Mainini and Friedman. 
{In English.] 


By J. V. THorsorG. Acta endocrinol., Kbh., 6, 373 
386, 1951. 1 fig., 11 refs 
ABNORMAL 


66. Psychic Trauma in Obstetrics. (I| trauma 
psichico in ostetricia.) 

By E. Ovocner. Monit. ostet.-ginec., 22, 60-63, Jan.- 
Feb., 1951 

67. Ultrasonic Waves and Pregnancy. (Ultraschall- 
wellen und Schwangerschalt.) 

By W. Toute. Geburtsh. u. Frauenheilk., 1, 449 


456, May 1951. 7 figs. 


68. Maintenance of Early Pregnancy Despite Extir- 
pation of Three Corpora Lutea. [In English.) 

By K. Acta obstet 
scand., 420-427, 1951 30 refs. 


69. Potassium Deficiency in Hyperemesis Gravid- 
arum. [in English.] 

By N. Beracovisi scand., 
428 438, 1951. 3 figs., 


70. Trials of Transfusion Therapy in Hyperemesis 
and other Pathological States of Pregnancy. (Tenta- 
tivi di terapia trasfusionale nelle iperemesi e net 
fenomeni simpatici gravidici.) 

By G. ERLUISON. Monit. ostet.-ginec., 22, 119-126, 
Mar.-Apr., 1951. 10 refs 


71. The Synthetic Antihistaminics in Nausea and 
Vomiting of Pregnancy. (Los antihistaminicos de 
sintesis en las nduseas y vémitos del embarazo.) 

By J. M. Sancuez IpaNez. Rev. esp. Oto-neuro- 
oftal., 8, 94-100, Mar.-Apr., 1951. 23 refs. 


72. Treatment of the Early Stages of Toxaemia of 
Pregnancy with Bromides and Caffeine. [In Russian] 

By H. W. Kopsozeva. Akush. Ginek., No. 2, 17-20. 
1951. 2 figs 


gynec 


Acta Obstet. eynec 
9 refs 
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The author treated 66 pregnant women with 
bromides and caffeine; of these 46 were women with 
toxaemia of the first half of pregnancy, while the 
second group consisted of 20 women with normal 
pregnancies, the latter group being used as a control 
group. The secretion of the salivary gland was used to 
evaluate the effect of both drugs. 

It was found that bromides and caffeine suppress 
the salivation of both normal and toxaemic pregnant 
women. Bromides and caffeine administered together 
(10 per cent solution of sodium bromide, 10 to 20 ml. 
intravenously, and 10 per cent solution of caffeine 
sodium benzoate, | ml. subcutaneously per day) over 
a period of 10 to 15 days are said to have improved 
the general condition of toxaemic pregnant women, 
arrested their vomiting, and markedly reduced the 
salivation. 

This treatment is proposed as the method of choice 
in the early stages of toxaemia of pregnancy. 

E. W. Collis 


73. The Excretion of Urinary Pregnanediol in 21 
Cases of Pregnancy Toxaemia and Nephritis. (Etude 
de I'élimination du prégnandiol urinaire dans 21 cas 
de néphropathies gravidiques.) 

By H. Piceaup and R. BurTHIAULT. Gynéc. et 
Obstét., 50, 310-317, 1981. 

The authors have attempted to relate the amount of 
pregnanediol excreted in the urine during the last few 
weeks of toxic pregnancy with the severity of the 
clinical condition of the baby. 

They make an arbitrary division of their cases of 
“nephropathy ™ into three grades. The first is a group 
with simple albuminuria, no oedema, and a variable 
and moderate blood-pressure; the second is a group 
of cases of variable albuminuria and blood-pressure 
(not rising above 180 mm.Hg). and oedema; the third 
group includes patients with hypertension above 180 
mm.Hg and variable oedema. 

Premature labour was induced 5 times and Caesarean 
section was performed once 10 days before labour; in 
7 cases premature labour was spontaneous, 8 patients 
completed term. In 10 cases the excretion of pregnane- 
diol was considered normal (40 to 50 mg. daily). The 
children of all these women weighed about 3,000 g., 
excepting 2 pairs of twins, and all lived except one born 
dead, possibly as a result of Rh incompatibility. On 
the other hand, in 7 cases the excretion of pregnanediol 
was low, ranging from 1 to 13 mg. except in one case 
where it reached 23 mg. Four of these babies were 
either stillborn or died after birth and 4 survived. 

From a series of tables giving abbreviated clinical 
details and pregnanediol estimations varying in number 
from one made before term to 11, the authors con- 
fidently conclude (1) that excretion is unaffected in 
cases of simple albuminuria without oedema; (2) that a 
normal excretion, or even a low one provided the daily 
level is constant, indicates a good prognosis for the 
child; (3) a definite fall of excretion below 15 mg.. 
indicates a serious outlook for both mother and child 
and is chiefly associated with hypertension. 
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A definite fall in the daily values is therefore an 
indication for induction of premature labour to save 
the mother from eclampsia and the child from stillbirth 
or neonatal death. 

{Apart from the authors’ conclusions, which need 
much confirmation, the most obvious point for com- 
ment is the great variation in the amount of pregnane- 
diol excreted by toxic patients. But this may also be 
true of normal mothers during the final month of preg- 
nancy. There is no mention of the difficulty of accurate 
estimation and the possible error (Rivoire-Bethoux 
technique), nor of the large number of variables in the 
clinical condition of pregnancy toxaemia which might 
influence excretion. The one exception is the sug- 
gestion that hypertension may interfere with renal 
excretion of pregnanediol. Finally, we do not know 


how far the output of pregnanediol reflects the amount 
of progesterone which is functionally metabolized by 
the tissues.] 


Aleck Bourne 


74. The Bone Marrow in Eclampsia and in Toxaemia 
of Pregnancy. (1| midollo osseo nella eclampsia e¢ nelle 
nefropatie gravidiche.) 

By P. Quinto. Riv. ital. Ginec., 34, 95-103, 1951. 
28 refs. 

This study was carried out at the School of 
Obstetrics of Ferrara and concerns the morphology of 
the circulating blood and of the bone marrow in 6 
cases of eclampsia, 5 cases of “ nephropathy of preg- 
nancy “ [corresponding to “ pre-eclamptic toxaemia-” 
or “pre-eclampsia” in the British and American 
nomenclature], and | case of hyperemesis gravidarum. 
Sternal puncture was carried out in 4 cases of eclampsia 
after conclusion of Jabour and in 2 cases a few hours 
later; in nephropathy in 1 case at 6 months, in 3 cases 
near the end of pregnancy, and in 1 case during the 
puerperium and in hyperemesis in the third month. 

There was mild to moderate hypochromic anaemia 
and moderate leucocytes with eosinopenia in the 
peripheral blood. Myelograms showed hyperplasia of 
neutrophil and eosinophil myelocytes with signs of 
degeneration of the elements of these cell groups; there 
was an increase in the number of polychromatophilic 
and basophilic elements, with a shift to the left in the 
curve of maturation of the erythroblasts, that is, 
relative predominance of semi-mature erythroblasts. 
These changes were common to the cases of eclampsia 
and nephropathy, but less pronounced in the latter. 
There was no significant alteration of the myelogram 
in the case of hvperemesis. N. Alders 


75. The Treatment of Eclampsia with Veratrum 
Viride, Procaine, Magnesium Sulphate, and Dextrose. 
(Eclampsia: Tratamiento con veratrum viride, pro- 
caina, sulfato de magnesia y dextrosa.) 

By A. Dr La Veca, M. L. Juarez, and S. INCLAIN. 
Ginec. Obstet. Mex., 6, 106-112, Mar.-Apr., 1951. 
28 refs. : 

76. Late Prognosis of Eclampsia. [In English.] 

By H. Rasmussen, F. Bor, and O. MULLER. Acta 
obstet. gynec. scand., W, 256-266, 1951. 9 refs. 
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77. Experimental Production of a Syndrome Resem- 
bling Toxemia of Pregnancy. 

By G. M. C. Masson, A. C. Corcoran, and L. H. 
Pace. J. Lab. clin. Med., 38, 213-226, Aug. 1951. 
1 fig., 33 refs. 


78. The Excretion of Neutral Sulphur in the Urine 
in Normal and Toxaemic Pregnancy. (Die Neutral- 
schwefelausscheidung im Urin bei normalen und toxi- 
schen Schwangeren.) 

By H. Kyanx. Zbl. Gyndk., 73, 264-269, 1951. 16 
refs. 


79. Oxidation Potential of the Liver during Normal 
and Toxaemic Pregnancy. (Die oxydative Leistungs- 
fahigkeit der Leber in der Schwangerschaft und bei 
Toxikosen.) 

By L. Hecter. Z. Geburtsh. Gyndk., 135, 93-105, 
1951. 3 figs., 28 refs. 


80. Certain Aspects of the Effect of Nicotinic Acid 
on Bilirubinaemia in Normal and Toxaemic Pregnancy. 
(Vari aspetti della curva bilirubinemica da carico di 
acido nicotinico nelle gravidanze fisiologiche e nelle 
varie tossicosi gravidiche.) 

By N. Aprescia. Monit. ostet.-ginec., 22, 13-21, 
Jan.-Feb., 1951. 25 refs. 


81. Changes in the Methionine Content of Plasma 
Albumin in Toxaemia of Pregnancy after Administra- 
tion of Methionine. (Verinderungen des Methionin- 
gehalts im Plasmaeiweiss bei Schwangerschafts-toxi- 
kosen nach Methioninzufuhr.) 

By H. Kyank and E. Franck. Dtsch. Gesundhwes., 
6, 735-739, June 28, 1951. 7 refs. 


82. The Cerebral Effects of Pentothal Sodium in the 
Toxaemias of Pregnancy. 

By H. Winriecp Taytor and L. McCay. J. Philad. 
gen. Hosp., 2, 86-89, July 1951. 20 refs. 


83. Placenta Praevia. 
By R. M. Corset. J. Irish med. Ass., 29, 57-61, 
Sept. 1951. 4 refs. 


84. Diagnosis of Placenta Praevia by means of 
Contrast Cystography. (Uber die Bedeutung der 
Blasenkontrastdarstellung zur Diagnose der Placenta 
praevia.) 

By W. Krais. Zhi. Gyndk., 73, 1098-1102, 1951. 
4 figs., 17 refs. 

After a short account of the techniques commonly 
employed in the radiological demonstration of the 
placenta, the author describes his own cystographic 
method for demonstrating placenta praevia. He gives 
an enema in all cases before introduction of dye into 
the bladder. With a catheter he introduces 35 per cent 
“ perabrodil ” as a contrast medium, the total quantity 
needed being about 35 ml. Then 2 exposures are made 
with the patient in the supine positiom At the second 
exposure pressure with the hand is exerted upon the 
fundus uteri, as suggested by Saraumo, this procedure 
being supposed to produce closer approximation be- 
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tween the foetal head and the bladder shadow when 
there is no placenta between them. The author does not 
consider it radiologically possible to distinguish be- 
tween marginal, lateral, and total placenta praevia. 
Altogether he examined 18 cases of which he found 
a placenta praevia in 7, while in 8 further cases he 
could rule out an abnormal implantation of the 
placenta. In 3 cases he was unable to make a diagnosis 
[Radiologists in Great Britain generally prefer to 
introduce a larger amount of contrast medium into the 
bladder and have also largely abandoned the supine 
in favour of the erect position. In Britain, also, the 
examination would not be regarded as complete 
without a lateral view.] J. Rabinowitch 


85. Some Aspects of Obstetrical Haemorrhage. 
By D. T. O'Driscoit. J. Irish med. Ass., 29, 55-57, 
Sept. 1951. 4 refs 


86. intra-abdominal Haemorrhage during the Later 
Months of Pregnancy, with Reports on Two Cases. 

By J. D. Le Souter. Med. J. Aust., 2, 154-156, Aug. 
4, 1951 10 refs 


87. Antepartum Haemorrhage. 

By C. H. G. Macarer. J. /rish med. Ass., 29, 51-55, 
Sept. 1951 

88. The Excretion of Urinary Steroids in Obstetrics. 
(Le dosage des stéroides urinaires en obstétrique.) 

By J. C. De Kerteau and C. S. JaLtate. et 
Obstét., 50, 318-324, 1951. 4 figs., 3 refs. 

This paper is a preliminary communication describ- 
ing the excretion of pregnanediol, oestrogen, and the 
17-ketosteroids in normal pregnancy and in certain 
abnormal states, including diagnosis of foetal death 
threatened interruption of pregnancy, 
“ dysneuro-endocrinological disorders (under this 
heading are listed hyperemesis gravidarum and tox- 
acmia), and hydatidiform mole. 

A curve is given showing the progressive increase in 
excretion of pregnanediol and oestrogen, without 
change in the output of 17-ketosteroids, during a 
normal pregnancy 

Pregnanediol excretion rises from 37 mg. per day at 
the first month to 118 mg. at the 36th week, after 
which there ts a slight fall. Oestrogen excretion rises 
from 260 meg. to 10,500 mg. a day at term, rising 
steeply after the 30th week. The authors claim that 
the ratio of pregnanediol to oestrogen excretion is an 
important value, the figure showing an initial fall until 
about the 16th week, after which the ratio remains 
almost unaltered. A fall in pregnanediol output to 
14 me. a day is a certain indication, at or after the sixth 
month, that the foetus is dead. This was true in all 
of 9 cases of death in utero. Excretion studies in 40 
cases of threatened abortion or premature labour were 
made, in which there was no clinical certainty of the 
final result. From the hormonal point of view there 
are three types of threatened interruption of preg- 
nancy: in the first type the ratio of urinary pregnane- 


in utero, 


diol to oestrogen is reduced, in the second it is raised, 
and in the third there is no change in the ratio 


There were 15 out of 40 patients in whom the ratio 
was reduced by a low pregnanedio! output, 16 showed 
a raised ratio by a fall in oestrogen excretion, while 
in the remaining 9 there was no clear hormonal indica- 
tion 


The practical value of hormonal assays is the guid- 
ance they give as to the exact hormone needed to 
replenish the natural deficiency. In all the 4 cases of 
hyperemesis the authors found a reduced output of 
adrenocortical 17-ketosteroids and pregnanediol. The 
normal daily excretion of the ketosteroids is nearly 
6 mg. whereas in these cases it varied between 2.8 and 
38 mg. Treatment with deoxycortone produced im- 
provement in from 8 to 15 days. The finding of 
reduced excretion of both oestrogen and pregnanediol 
confirms that of other workers. In one case of hydatidi- 
form mole there was an increase of 110 per cent in the 
excretion of pregnanediol above normal and a slight 
increase in that of oestrogen, while that of 17- 
ketosteroids was unchanged. 


{In regard to the value of detailed urinary assays in 
giving a lead to rational treatment by demonstrating 
which hormone is deficient, the enthusiasm of the 
authors may be tempered by further work on the 
relation of hormonal excretion to hormonal meta- 
bolism and activity during pregnancy. The paper gives 
the impression that the treatment of any individual case 
of these disturbances of pregnancy may be based upon 
the levels of excretion of oestrogen and pregnanediol 
with little regard for the clinical condition of the 
patient. ] Aleck Bourne 


89. Leptospira canicola Infection Causing Spon- 
taneous Abortion. (Menschliche Leptospira-canicola- 
Infektion als Ursache eines Spontanabortes.) 

By W. Brerer and F. J. LecurKen. Geburtsh, u. 
Frauenheilk., U1, 538-544, June 1951. 15 refs. 


90. The Estimation of Gonadotrophins as a Prog- 
nostic and Therapeutic Index in Threatened Abortion. 
(Le dosage des gonadotropines dans la menace 
d'avortement en tant qu’indice pronostique et théra- 
peutique.) 

By J. M. Bepoya and V. Jiménez. Rev. frang. Gynéc., 
46, 265.270, July-Aug., 1951. 1 fig.. 4 refs. 


91. Bicornuate Uterus. Three Cases of Spon- 
taneous Abortion, despite Progesterone Treatment. 
Full-term Pregnancy After Treatment with Ethinyl 
Oestradiol, continued throughout Pregnancy. (Uterus 
bicorne. Trois fausses-couches spontanées malgré 
traitement par la progesterone. Grossesse a terme 
apres un traitement par l'ethinyl oestradiol ininter- 
rompu pendant toute la grossesse.) 

By SARLIN and Lomparpb. C.R. Soc. frang. 
Gynéc., 20, 306-308, Dec. 1950. 1 ref 


92. Progesterone Therapy in Pregnancy. (La terapia 
progesteronica in gravidanza.) 

By P. Outro. Riv. ital. Ginec., 34, 3-32. 1951. 4 
figs. bibliography. 
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The author, who is medical director of the Ferrara 
School of Obstetrics, has studied the action of large 
doses of progesterone injected as aqueous suspensions 
of microcrystals. In 14 cases of threatened abortion at 
the second to fifth month of pregnancy | or 2 injec- 
tions of 25 or 50 mg. of progesterone microcrystals 
were given intramuscularly: only 1 patient aborted; in 
the others pregnancy progressed. In 3 further cases 
of threatened abortion in women who had aborted 
several times before, similar treatment was successful. 
Nine patients who underwent laparotomy for appendi- 
citis Or Ovarian cyst were given 1 or 2 similar injections 
immediateiy before or after the operation; none of 
them aborted. Six women with a history of habitual 
abortion received 4 to 7 injections of 50 mg. of pro- 
gesterone microcrystals; in all of them pregnancy was 
preserved. 

In order to demonstrate that these good results were 
due to the slow and protracted absorption from the 
deposits of the injected microcrystals, the author in- 
jected 5 mg. of progesterone in oily solution and 5 mg. 
as aqucous suspension of microcrystals respectively 
into two groups of immature rabbits which had been 
primed by 8 daily injections of ug. of oestradiol dipro- 
pionate. One animal of each group was killed and 
examined at intervals of 48 hours. While the pro- 
gestational changes in the endometrium of the rabbits 
injected with the oily solution had completely regressed 
after 10 days, these endometrial changes were still 
evident after 14 days in the animals which had been 
injected with the suspension of microcrystals. 

N. Alders 


93. Anti-abortive Action of Folliculin. (La follicu- 
line anti-abortive.) 

By —. Raurureau and C. Marprus. C.R. Soc. 
frang. Gynéc., 20, 308-311, Dec. 1950. 15 refs. 


94. Cervical Pregnancy as a Dangerous Complica- 
tion of Abortion. (Zervikale Schwangerschaft als 
lebensbedrohliche Komplikation bei der Abortaus- 
raumung.) 

By H. Fretscunauer. Zbl. Gyndk., 73, 238-242, 
1951. 8 refs. 


95. Intra-uterine Death of the Foetus due to Intra- 
cranial Haemorrhage After an Accident in Pregnancy. 
(Intrauterine Fruchttod infolge intrakranieller Blut- 
ungen nach einen Unfall in der Schwangerschaft.) 

By K. Knorr. Zbl. Gyndk., 73, 216-219, 1951. 
10 refs. 


96. Excretion of Pregnandiol in Cases of Retained 
Placenta after Abortion. (Dosage de prégnandio! au 
cours des rétentions placentaires du post-abortum.) 

By H. Picreaup and F. Trasoutsy. Presse méd., 59, 
1094-1096, Aug 1951. 5 refs. 


97. The Relationship of Threatened Abortion to 
Fetal Abnormalities. 

By E. S. Burce. Amer. J. Obstet. Gynec., 61, 615— 
621. Mar. 1951. 23 refs. 
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The author has made this study on the basis of 
12,000 consecutive deliveries at the Evanston Hospital, 
lilinois. For this series a criterion of vaginal bleeding 
either sufficiently severe to cause the attending 
obstetrician to order the patient to bed for 24 hours, 
or lasting for at least 24 hours where no doctor was 
called in at the time, was laid down before the 
diagnosis was accepted. 

In 900 private patients under the author's personal 
care 8.8 per cent went successfully to term after 
threatening to abort. The total number of defective 
infants included in the 12,000 deliveries was 289 or 
2.42 per cent, of which 110, or 0.9 per cent, had major 
malformations and 179, or 1.5 per cent, had minor 
malformations (compatible with survival and essential 
normality with or without surgical intervention). In 
this group of 289 infantile malformations there had 
been 25 (8.6 per cent) threatened abortions in the 
preceding pregnancy. Breaking this group down still 
further, of the mothers of the 110 severely malformed 
babies, 12 had threatened to abort during the preg- 
nancy (11 per cent), and of the 179 cases of minor 
malformation, the mother had threatened to abort in 
13 cases (7.2 per cent) A total of 79 cases of 
threatened abortion occurred in the whole series, and 
in this group 1 baby with major and 1 with minor 
mental defect only were born, giving a total incidence 
of 2.53 per cent. Taking the generally accepted abor- 
tion rate of 10 per cent, the total number of preg- 
nancies which must have occurred for the 12,000 
deliveries to take place was 13,333. 

M. Halden Lloyd 


98. Abnormalities of Foetus and Placenta as the 
Chief Contra-indication to Luteal Hormone Therapy in 
Threatened Abortion. (Die unterwertige Schwanger- 
schaft als Hauptursache fiir das Behandlungsversagen 
der Corpus-luteum-Hormone-Therapie beim Abortus 
imminens.) 

By R. Bayer. Miinch. med. Wschr., 93, 863-867, 
Apr. 27, 1951. 1 fig., 19 refs. 

The various forms of mole cause a large number of 
spontaneous abortions. An attempt to arrest such an 
abortion must fail because of the disturbance in the 
biological and hormonal relationship between ovum 
and maternal organism. Either the ovum has com- 
pletely ceased to produce hormones or its production 
is falling. Progesterone treatment can do no more than 
delay the expulsion, as long as there is still some hor- 
monal activity present. On the other hand, it will 
accelerate the abortion once the chorion has ceased to 
function. 

The author draws the following conclusions from 
hormonal analyses in cases of habitual abortion and 
mole formation. Failure of progesterone treatment is 
in the majority of cases due to the formation of a 
mole or other conditions which cause irreparable 
damage to the hormone-producing part of the 
chorionic epithelium. This failure may even be used 
to differentiate between a healthy and an inferior 
ovum. A threatened abortion of a healthy ovum will 
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respond invariably to treatment with luteal hormone 
(60 to 70 mg. in 6 to 10 days), whereas persistence of 
the symptoms, or perhaps increase in pain and haemor- 
rhage, during this period of treatment points to 
insufficient production of chorionic hormones, that is, 
to an ovum of inferior value or an already grossly 
damaged ovum W. Mestiz 


99. The Role of Syphilis in Habitual Abortion and 
Foetal Death. (De la place occupée par la syphilis 
congénitale dans les avortements répétés et la mort 
habituelle du foetus.) 

By M. Mayer. Sem 
Apr. 27, 1951 

Ihe author roughly condemns the use of trial 
antisyphilitic treatment in cases of habitual abortion, 
intra-uterine death, and premature labour without 
definite serological evidence of syphilis. A series of 
120 cases was fully investigated. Of 93 cases which 
had previously received antisyphilitic treatment, only 
6 had positive sera; 87 serologically negative cases 
received a total of 197 antisyphilitic courses with only 
9 successful pregnancies ensuing; 6 serologically 
positive cases received 17 courses with 3 successes. 
Antisyphilitic treatment may actually be harmful, as 
in 47 cases abortion occurred within 3 weeks of cessa- 
tion of antisyphilitic treatment. Citing Malpas and 
Eastman, the author maintains that continuation of 
after trial antisyphilitic treatment is no 
more frequent than in untreated cases of habitual 
abortion. In the 6 seropositive cases there was | still- 
birth, in the § normal births there was some disturb- 
ance of steroid excretion, so that it is doubtful if 
syphilis was actually the cause of previous abortions. 
The syphilitic placenta is discussed at some length and 
the conclusion is reached that the foetus: placenta ratio 
is Of no use in determining whether antisyphilitic treat- 
ment should be instituted. Of 2.500 pregnancies in a 
slum area 44 were associated with a positive Kahn 
reaction: in 24 the reaction was positive at term. The 
Kahn test was thus positive in 2 per cent of the total 
births. However, of the group of premature births, 
9 per cent, and of the stillbirth group 11 per cent, 
were Kahn-positive. In true serologically positive 
cases, therefore, the incidence of stillbirth and pre- 
maturity is higher and these cases may benefit from 
antisyphilitic treatment D. M. Sheppard 
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100. Induced Abortion. (Der provozierte Abort.) 

By H. W. Kayser. Arch. Gyndk., 179, 451-469, 
1951. 12 figs., 25 refs 

Of 625 cases of abortion admitted to hospital in 
Kiel in one year, 183 were induced. In 88 per cent 
the abortion followed an intra-uterine injection, usually 
of soap solution, and in 12 per cent there had been 
some form of intra-uterine manipulation. Over half 
the patients were married and no difference was noted 
between these and the single patients in the timing of 
the abortion 

The preference for soap solution appears to be due 
to its rapid action, half these cases aborting within 20 
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hours, water took 50 hours; and intra-uterine manipula- 
tion 100 hours. The danger of soap is its infective 
nature and its local corrosive action; necrosis of the 
cervix was seem in some cases and in 2 cases the 
unusual complication of infection of the right sacro- 
ilac joint Was seen. 

Treatment of the infected cases was along the usual 
conservative lines, penicillin and sulphonamides being 
used, and only 1 patient died. D.C. A. Bevis 


101. Psychiatric Indications for Termination of Preg- 
nancy. (Die psychiatrischen Indikationen zur Unter- 
brechung der Schwangerschaft.) 

By H. Binper. Schweiz. Arch. Neurol. Psychiat., 
67, 245-263, 1951. 20 refs. 

In contrast to the dogmatic condemnation of abor- 
tion in all cases, the medical view is that abortion is 
justified if the life of the mother is in danger or her 
health cannot be maintained by any other means. The 
decision whether such prerequisites exist is difficult 
and controversial even when physical lesions are 
present: it is more difficult in presence of psychical 
deviations and here a generally acknowledged code of 
guidance is missing. 

The author cites certain mental defects (seelische 
Fehlentwicklungen) as indications for the termination’ 
of pregnancy, including the following: chronic de- 
pressive states, increasing irritability and outbursts of 
anger, asthenic, hysterical, hypochrondriacal, or para- 
noic developments, the anxiety-complex, and organ- 
neurosis. As conditions whereby, in the presence of 
such defective development, the health of the woman 
may be crippled permanently and profoundly are 
mentioned: a chronic conflicting situation, abnormal 
mental sensibility, lack of resistance, especially when 
these conditions existed before pregnancy, and when, 
if pregnancy continues to term, serious conflicting 
situations are to be expected. The mental state at the 
date of examination is not so decisive as the whole 
development of the woman's life. Sometimes, in spite 
of tempestuous mental! reactions, the interruption must 
be refused because the woman has a normal psychic 
constitution 

Suicidal attempts are rare; only 3 per cent of all 
suicides are pregnant women. Thus the danger of 
suicide is insufficient to justify interruption. To prevent 
suicidal attempts the author recommends temporary 
treatment in an institution; this operates favourably in 
women who were mentally healthy before the preg- 
nancy, but adversely when the woman was previously 
mentally unbalanced. The consent of the parents or, 
in the case of a married woman, of the husband should 
always be obtained. There is sometimes danger that 
the termination of pregnancy may later on cause a 
form of “ abortion neurosis ™. 

Psychosis per se is not an indication for inducing 
abortion. It is justified only if there is danger that the 
pregnancy and its consequences may result in grave 
and permanent worsening. In cases of schizophrenia 
there is as a rule no change for the worse: it is an 
indication only if the symptoms occur for the first time 
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during pregnancy or if symptoms previously present 
grow rapidly worse. Epilepsy is an indication if the 
frequency of fits increases at the beginning of the 
pregnancy. 

The course of all other psychoses, especially in the 
manic-depressive patient, is independent of generative 
processes and in most cases there is no indication for 
abortion. 

When, in an insane woman, the termination of preg- 
nancy is recommended, the sterilization of the patient 
should be performed at the same time since each fol- 
lowing pregnancy entails the danger of deterioration. 
In women who are not self-reliant sterilization may 
have to be ruled out either on account of the later 
mental upset or because the woman may perhaps later 
bear a child without great risk to her mental health if 
she is guided by an intelligent, appreciative husband. 

The psychiatric indications for termipation of preg- 
nancy must always depend to a certain extent on 
subjective judgments. O. Burger 


102. Psychological Aspects of Therapeutic Abor- 
tion. (Considérations psychologiques sur les avorte- 
ments médicaux.) 

By H. Flournoy. Praxis, 40, 658-664, Aug. 1951. 


103. The Prognosis for Malignant Melanoma in the 
Pregnant Woman. 

By G. T. Pack and I. M. ScHARNAGEL. Cancer, 4, 
324-334, Mar. 1951. 5 figs., 10 refs. 


The course of the disease in 32 patients suffering 
from melanomata associated with pregnancy is 
reviewed. Fourteen of the patients were dead within 
3 years or less, and death in every instance was caused 
by extension or metastasis of the melanoma. Fifteen 
patients are still alive, but all were treated during the 
last 2 years; 2 patients have survived for long intervals 
(8 and 13 years respectively) after radical surgical 
treatment. 

The cells of pigmented naevi and melanomata are 
very sensitive to hormonal stimuli. Pigmented moles 
are not dangerous until the approach of puberty, when 
they may become malignant, while some benign naevi 
undergo malignant degeneration during pregnancy. 
Thus the potentially dangerous moles should be 
removed during childhood, and examination of a 
woman in the antenatal clinic should include a survey 
of any pigmented moles. 

If a malignant melanoma is found during pregnancy 
it should be treated radically, either by wide surgical 
excision of skin, subcutaneous tissue, and fascia and 
skin grafting; or excision and dissection in continuity 
for primary and metastatic n-elanoma in regional 
lymph nodes: or by interscapulothoracic amputation or 
hip-joint disarticulation with deep dissection of lymph 
nodes. 

Therapeutic abortion has not been found of any 
value. With a few exceptions children born of women 
with melanomata are normal. F. A. Langley 
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104. Complete Heart Block in Pregnant Women. 
Review of the Literature. 

By E. Evans and L. PoHLMAN. Amer. Heart J., 42, 
18-23, July 1951. 2 figs., 30 refs. 


105. The Syndrome of Arterial Hypotension in 
Pregnancy. (EI sindrome de hipotensién arterial de 
la gestacién.) 

By J. J. Gomez-Sicter. Rev. esp. Obstet. Ginec., 10, 
19-23, Jan.-Feb. 1951. 


106. Response of Megaloblastic Anaemia of Preg- 
nancy to Crystalline Penicillin G. 

By H. Foy, A. Kono, and A. Haroreaves. Brit. 
med. J., 1, 1108-1110, May 19, 1951. 1 fig., 19 refs. 

A case is described of megaloblastic anaemia in a 
pregnant negress which responded to crystalline benzyl 
penicillin alone in the same way as in their previously 
reported case of megaloblastic anaemia in a non- 
pregnant woman with a histamine-fast achlorhydria. 
The response differed in no way from that obtained in 
similar cases with vitamin B,,, folic acid, or liver pre- 
parations. This effect may be due to any or all of the 
following factors: (1) changes in the flora of the gut, 
leading to destruction of antagonists or competitors; 
(2) interference with bacterial metabolism, thus releas- 
ing haematopoietic factors for use in the body; (3) an 
effect on protein metabolism; (4) destruction of toxins 
produced by bacteria. 

[This case report, however the results are interpreted, 
adds support to the view that antibiotics may have 


widespread and hitherto unexpected effects on the 


metabolic processes. ] Janet Vaughan 


107. Megaloblastic Anaemia of Pregnancy and the 
Puerperium. 

By R. B. THompson and C. C. UNGLey. Quart. J. 
Med., 20, 187-204, Apr. 1951. 1 fig., 21 refs. 

Over a period of 17 years 45 cases of megaloblastic 
anaemia of pregnancy were observed at the Royal 
Victoria Infirmary, Newcastle-upon-Tyne: 7 of the 
patients were seen during pregnancy, the remainder 
having already heen delivered before admission to the 
medical clinic. The mean age of 31 years was consider- 
ably lower than that of 55 years found in a random 
sample of 45 women with Addisonian anaemia. Ina 
comparison with 1,000 consecutive births in Newcastle 
and with those reported from the rest of the country, 
the distribution of cases suggested that this disorder 
tends to occur more frequently in multiple pregnancies 
than in the first or second pregnancy. One of the 
women suffered twice from the disease, so that there 
were altogether 46 cases. Whereas the expected 
incidence of twins is 1 in 80 births, twin pregnancies 
occurred 4 times. There were 47 live births and 3 still- 
births. Two infants died shortly after birth: 3 died 
later, 1 at 3 davs (cause unknown), 1 at 3 weeks of 
cystic cerebral degeneration, and 1 of pvloric stenosis. 
Megaloblastic bone marrow, indistinguishable from 
that of Addisonian pernicious anaemia, was present in 
all the 30 cases in which sternal puncture was per- 
formed. Otherwise the haematological picture was not 
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uniform. None of the expected features was seen con- 
stantly. Of 38 cases, 10 had a mean corpuscular 
volume below 90 c.4; and in 19 cases the mean 
corpuscular haemoglobin concentration was below 30 
per cent and in 5 cases it was less than 25 per cent. 
In 3 out of 46 cases the mean corpuscular haemoglobin 
was below 25 «ug. Of 29 cases 21 showed a normal 
serum bilirubin concentration (less than 0.8 mg. per 
100 ml.), whereas in 29 cases of Addisonian pernicious 
anaemia 25 had an abnormally high serum bilirubin 
level. The survival rate of transfused normal erythro- 
cytes was followed in 3 cases and there was evidence 
of increased destruction. This increased elimination 
of erythrocytes ceased with folic acid and raw liver 
therapy. Vitamin B,, had no effect. Free gastric acid 
was present in 32 out of 41 cases investigated. A 
dietary history was taken in 27 cases. In only 11 cases 
could the anaemia be explained on a deficiency basis. 

In contrast to cases of pernicious anaemia and of 
megaloblastic anaemia of pregnancy in India (Patel 
and Kocher, Brit. med. J., 1950, 1, 924), the patients in 
this series did not on the whole respond to anti- 
pernicious anaemia principle, either in its pure form as 
vitamin B,. or as parenteral liver extract. Folic acid 
treatment had a rapid therapeutic effect, as had raw- 
liver pulp and yeast. Whereas beef liver contains 10 «g. 
of folic acid per gramme and its effect might therefore 
have been due to folic acid, the response to yeasts 
suggests the presence of another haematopoietic factor. 
[It is noteworthy that Wills, who worked on pregnant 
women in India, isolated the “ Wills factor” from 
“ marmite ", made from yeast.] H. Lehmann 


108. On Macrocytary Anemia occurring During 
Pregnancy with Special Regard to its Pathogenesis. 
{In English] 

By G. and LS. Tapzer. Acta med. iugo- 
slav., §, 128-137, 1951. 43 refs. 


109. Anticoagulants in Obstetrics, with Case Report. 
By C. W. Cootipce and R. Torpin. Amer. Surg., 17, 
785-789, Aug. 1951. 25 refs. 


110. Prothrombin Concentration at Term in Normal 
and Pathological Pregnancy. (C oncentrazione protrom- 
binica in gravidanza a termine normale e patologica.) 

By L. Mezzana. Inform. med., Genova, §, 147-152, 
May 1951. 26 refs. 


111. Leukemia and Pregnancy: Report of Four Cases 
and Review of the Literature. 

By W. A. Stentz. Ann. intern. Med., 35, 59-68, 
July 1951. § figs., 12 refs. 


112. Neutralization Studies of Rh Hapten. ( Neutral- 
isicrungsversuche mit Rh-Hapten.) 

By E. Mayr. Geburtsh. u. Frauenheilk., 11, 239-247, 
Mar. 1951. 6 figs., 9 refs. 

There are three possible methods of treatment in 
pregnancy complicated by erythroblastosis. These are 
premature induction of labour, Caesarean section, and 
the use of Rh hapten; the last is considered by the 
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author to offer promise at the present time. The hapten 
was given in 6 cases; 3 mothers gave birth to healthy 
Rh-positive babies, 2 pregnancies terminated spon- 
taneously and prematurely by the death of the child 
in utero. The sixth case resulted in the birth of Rh- 
negative twins; in this pregnancy a very low titre of 
antibodies was obtained at about the fifth month and, 
as all other examinations were negative, treatment was 
abandoned. 

The hapten was given in 1-ml. injections intra- 
muscularly twice weekly and treatment was started as 
soon as the presence of antibodies was detected (in 
these cases from 17 weeks onwards). The effects of the 
hapten are shown graphically. There was a rapid fall 
in the antibody levels after the giving of the hapten. 
In the cases of intra-uterine death there was also a 
beneficial effect on the antibody titre, but in spite of 
the fall the foetus died later in the pregnancy. In no 
case was there any ill-effects to mother or baby. 

Further clarification is necessary before the most 
effective dosage can be worked out. It is important 
to start as early in the pregnancy as possible and to 
carry through systematically with the injections. It is 
the intention of the author to try the hapten in the 
treatment of infants suffering from erythroblastosis. 

Kenneth Bowes 


113. Abdominal Surgical Problems Complicating 
By S. M. Lovetapy, C. Liccerr, and R. V. Jones. 
Sth. med. J., 44, 696-701, Aug. 1951. 17 refs. 


114. Reproduction in Vitamin B, ,-deficient Rats 
with Emphasis upon Intrauterine Injury. 

By S. Lepxovsky, H. J. Borson, R. BouTHILET, R. 
PencHarz, D. SinGMAN, M. K. Dimick, and R. 
Rossins. Amer. J. Physiol., 165, 79-86, Apr. 1951. 
5 refs. 

Mature female rats on a diet deficient in vitamin B,, 
developed a progressive disturbance of gestation, so 
that out of 19 rats positively mated for their third 
gestation period only 5 living litters were obtained; 
these were subnormal in weight, but otherwise 
appeared normal. However, when nursed by deficient 
females, none of them survived, and very few survived 
when nursed by normal females. Their chances of 
survival in either case were greatly increased by an 
injection of vitamin B,, at birth. Rats that were weaned 
on diets deficient in vitamin B,, tended to die 2 or 3 
weeks after weaning. H. M. Sinclair 


115. Diabetes in Pregnancy. 

By R. E. Hatt and A. J. B. Titman. Amer. J. 
Obstet. Gynec., 61. 1107-1115, May 1951. 24 refs. 

This paper deals with 147 pregnancies in 112 diabetic 
patients in the Sloane Hospital, New York. Excluding 
12 early spontaneous and 28 therapeutic abortions, 
mostly in the early days of insulin therapy, there were 
107 pregnancies with 22 foetal deaths, a foetal mor- 
tality of 20.7 per cent. This is compared with 
Priscilla White's results—a foetal mortality of 18 per 
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cent in 439 viable births. Over the past 27 years the 
foetal mortality in the authors’ series of 104 viable 
births has been 18 per cent. It was found that, in 
general, insulin requirements were increased in preg- 
nancy but decreased again after delivery, and there was 
no evidence that there was any ultimate ill-effect on 
the diabetes. 


Early recognition and meticulous control of the 
diabetes is important, and for these reasons the patient 
should be seen from the very beginning of pregnancy 
and efforts should be directed to prevent acidosis and 
allow for nutrition of mother and foetus without 
excessive weight gain. Because the lactosuria and 
lowered renal threshold of later pregnancy render urine 
tests less reliable, the Benedict test must be frequently 
checked by simultaneous blood sugar determinations 
and patients must be hospitalized for the slightest 
evidence of toxaemia or acidosis. The incidence of 
toxaemia was about 32 per cent, a little more than 
twice that of their control series. Toxaemia, however, 
was not a serious cause of foetal death, for while 
among the 34 cases of toxaemia the foetal death rate 
was 24 per cent, it was 19 per cent among the 73 com- 
parable cases without toxaemia. Acidosis was, on the 
other hand, a frequent cause of foetal death and is 
regarded by the authors as the complication of diabetic 
pregnancy most to be feared. It accounted for foetal 
death in 6 cases, mostly cases in which the acidosis 
was present when the patient was first seen. In addition, 
it is a possible cause of premature birth. Hypogly- 
caemia, on the other hand, is not regarded as a frequent 
cause of intra-uterine death. There were no congenital 
abnormalities in the series. 


As to the mode of delivery, only 16 per cent of the 
patients underwent Caesarean section and with few 
exceptions these were all performed at term for 


obstetrical reasons. Whereas it seems reasonable to 
choose Caesarean section freely in diabetes with a 
refractory toxaemia or a history of stillbirth, the 
authors deprecate its use as a routine procedure. Induc- 
tion of labour is preferred as a means of preventing 
any last-minute death in utero. Since it is rarely 
feasible much before term it should provide assurance 
against the delivery of a premature infant. Labour was 
successfully induced in 18 (17 per cent) of the cases, 
but only once before the 38th week. 


Again and again in this paper the authors emphasize 
the importance of close antenatal supervision. “ Careful 
regulation of her diabetes alone can assure the diabetic 
practically the same foetal risk as the non-diabetic 
and conversely . . . poor control can kill the foetus ”. 

F. J. Browne 


116. The Urinary Excretion of Pregnandiol in 21 
Cases of Kidney Disease in Pregnancy. (ftude de 
l'élimination du prégnandiol urinaire dans 21 cas de 
néphropathies gravidiques.) 

By H. Piceaup and R. Burtwiautt. Gynéc. et 
Obstét., 50, 310-317, 1951. 


115 
117. Operations on the Kidney in Pregnancy. 


(Operaciones sobre el rinon y embarazo.) 
By L. Batatta-Sapaté. Rev. esp. Oto-neuro-oftal., 
8, 67-83, Mar.-Apr. 1951. 3 figs., 20 refs. 


118. Pregnancy with Congenital Anomalies of the 
Genital Tract. 

By W. E. J. Kentucky med. Ass., 49, 341- 
344, Aug. 1951. 


119. Fibroma of the Ovary, Ascites, and Hydro- 
thorax (Meig’s Syndrome) in Pregnancy. (Fibroma de 
ovario, ascitis e hidrotérax (sindrome de Meigs) y 
embarazo.) 

By J. Manuet Morates and O. Gomez NONez. 
Obstet. Ginec. lat.-amer., 8, 531-541, Nov.-Dec. 1950. 
2 figs., 22 refs. 


120. On the Question of Pathological Enlargement 
of the Pregnant Uterus. (Zur Frage der pathologischen 
Ausladung des schwangeren Uterus.) 

By L. Neunaus. Zbl. Gyndk., 73, 810-817, 1951. 
2 figs. 


121. Two Full-time Pregnancies After Strass- 
mann’s Operation. (Zwei ausgetragene Schwanger- 
schaften nach Strassmanncher Operation.) 

By H. Kistner. Zbl. Gyndk., 73, 234-237, 1951. 


122. Changes in the Treatment of Placental Polyps. 
(Der Wiandel in der Behandlung des Plazentarpolvpen.) 
By E. Puiwier. Zbl. Gyndk., 73, 867-871, 1951. 


123. Rupture of the Umbilical Cord during Preg- 
nancy. Report of a Case. [In English.] 

By H. SwanserG and N. Wigvist. Acta obstet. 
gynec. scand., #, 323-337, 1951. 4 figs., 32 refs. 


124. Spontaneous Rupture of the Uterus during 
Pregnancy. [In English.] 

By T. H@tunp. Acta Obstet. gynec. scand., W, 
408-419, 1951. Bibliography. 

125. Traumatic Rupture of the Uterus. (Rotura 
uterina traumatica.) 

By A. L. R. pe Lepesma. Rev. esp. Oto-neuro- 
oftal., 8, 101-102, Mar.-Apr. 1951. 


126. The Effect of Pregnancy on _ Intracranial 
Meningiomas Occurring about the Optic Chiasm. 

By R. D. Wevyanp, C. S. MacCarrty, and R. B. 
Witson. Surg. Clin. N. Amer., 31, 1225-1233, Aug. 
1951. 2 figs., 17 refs. 


127. Effects of Streptomycin upon the Human Fetus. 
By A. Rustin, J. Winston, and M. L. Rut Lepce. 
Amer. J. Dis. Child., 82, 14-16, July 1951. 7 refs. 


128. Antibiotics in Early Syphilis and in Syphilis 
Complicated by Pregnancy. 

By H. M. Rosinson and H. M. Rosinson, Jr. 
Arch. Derm. Syph., Chicago, 63, 687-701, June 1951. 
11 refs. 
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A comparative study of various antibiotics in the 
treatment of syphilis was made in the Department of 
Dermatology, University of Maryland School of 
Medicine. A series of 56 dark-field-positive cases were 
treated with penicillin. One group were to be given 
35 weekly injections of 300,000 units of procaine peni- 
cillin in oil, a second to receive a similar amount in oil 
and wax, and a third to take buffered oral tablets of 
100,000 units thrice daily for 15 days. The attend- 
ances in all these groups were very poor and the results 
were discouraging. 

A total of 71 cases of syphilis complicated by preg- 
nancy were treated; 42 of these had a 15-day course of 
300,000 units of procaine penicillin daily with excellent 
results. Another 20 patients who received a similar 
amount in oil and wax had 3 congenital syphilitic 
children, and among 9 patients who were given the 
above course of oral tablets there were also 3 
The effect of caronamide as an absorption- 
delaying agent with penicillin injections and tablets 
was investigated and found wanting. 

A series of 14 cases of dark-field-positive syphilis 
were treated with chloramphenicol as in-patients. The 
optimum dosage finally arrived at was a loading dose 
of 3 g. followed by 0.5 g. 4-hourly to a total of 48 g. 
Dark-field negativity was reached in 24 hours as a 
rule and the lesions healed in from 5 to 12 days. Two 
pregnant women in the series gave birth to non- 
syphilitic children. 

In 10 cases of early syphilis an oral course of aureo- 
mycin of | or 3 g. was given as a loading dose and 0.5 g. 
4-hourly for 15 days. In 10 further cases 100 or 200 mg. 
aureomycin hydrochloride with sodium glycinate was 
given intravenously every day for 15 days. Two 
patients on the oral course developed nausea and 
vomiting. With the oral course dark-field negativity 
was reached in 18 to 72 hours and the lesions healed 
in from 7 to 12 days; the corresponding findings for 
the intravenous course was 24 to 48 hours and 14 
days There was no difference in the 100-mg. and 
200-mg. groups. Serological results were good, but 
the period of observation was less than 6 months. 

Five cases with dark-ground-positive lesions were 
given 3 g. of terramycin followed by 0.5 g. 4-hourly 
for 15 days. Dark-ground negativity was reached in 
24 hours and the lesions healed in from 7 to 12 days. 
The follow-up is as yet incomplete. 

Ferdinand Hillman 


129. A Contribution to the Question of Placental 
Infection with Poliomyelitis. (Ein Beitrag zur Frage der 
diaplaventaren Poliomyelitisinfektion.) 

By K. Motrror. Zhi. Gyndk., 73, 242-249, 1951 
10 refs 

130. Maternal Malaria and Antenatal Care. (E! 
paludismo de la madre en la consulta prenatal.) 


Rev. esp. Oto-neuro-oftal., 
18 refs 


By V. Norarto Garcia 
8, 84-93, Mar.-Apr. 1951 
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131. Miliary Tuberculosis Complicating Abdominal 
Pregnancy. 

By A. P. Barry and T. Hanrarry. Irish J. med. Sci. 
6th ser., 381-384, Aug. 1951. 4 figs. 


132. Active Rheumatic Fever During Pregnancy. 
By W. Horowitz, E. Gersu, and J. Bursrein. J. 
Amer. med. Ass., 147, 42-44, Sept. 1, 1951. 19 refs 


133. The Differential Diagnosis of Ectopic 
nancy. (Zur Differentialdiagnostik der ektopischen 
Schwangerschaft.) 

By E. Aspesser. Zbl. Gyndk., 73, 822-825, 1951. 


134. Simultaneous Intra-uterine Pregnancy and 
Secondary Abdominal Pregnancy. (Gravidanza con- 
temporanea intra ed estrauterina addominale secon- 
daria.) 

By M. Opocuer. Monit. ostet.-ginec., 22, 101-106, 
Mar.-Apr. 1951. 1 fig. 


135. Full Term Abdominal Pregnancy. A Case 
Report. 

By D. B. Dorman. New. Engl. J. Med., 245, 207- 
210, Aug. 9, 1951. 2 figs., 13 refs. 


136. Primary Abdominal Pregnancy. (Contributo 
alla conoscenza della gravidanza addominale primi- 
tiva.) 

By F. Panini. Arch. Ostet. Ginec., 56, 125-141, 
Mar.-Apr. 1951. 5 figs., 21 refs. 


137. Extrafollicular (Superficial) Ovarian Pregnancy. 
(Die extrafollikulére (superfizielle) ovarialgraviditat.) 

By G. Arronet. Zhi. Gyndk., 73, 817-822, 1951. 
3 figs., 17 refs. 


138. Primary Ovarian Pregnancy with Attachment 
to Broad Ligament. 

By H. S. YeELLeN and R. Heery. N.Y. St. J. Med., 
51, 1943-1944, Aug. 15, 1951. 3 refs. 


LABOUR 


139. Principles for Improving Patient Care in the 
Hospital Labor and Delivery Suite. 

By E. M. Gotp, J. B. Faison, H. M. WaALLace, and 
M. A. Losty. J. Amer. med. Ass., 146, 1459-1461, 
Aug. 18, 1951. 3 figs. 


140. One Thousand Consecutive Deliveries under a 
Training for Childbirth Program 

By H. Toms and R. H. Wyatr. Amer. J. Obstet 
Gynec., 61, 205-209, Jan. 1951. 8 refs. 

This is a report on 1,000 deliveries of women who 
had been trained for childbirth according to methods 
advocated by Grantly Dick Read and now widely 
adopted in American clinics. Four years ago the nurses 
and physicians at the Thoms’s Clinic in Newhaven 
were taught the exercise techniques which are now used 
in the clinic. An attempt is made to prepare women for 
childbirth psychologically and physically by means of 
a training programme in which they are taught the 
fundamentals of reproductive anatomy and physiology, 
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and are trained also in relaxation techniques and 
muscle control to aid the natural forces of labour. In 
labour they are encouraged to use this technique by 
those in attendance, on whose sympathy and interest 
much of the success of the method depends. 

Of the 1,000 women, 375 were primiparae and 625 
muluparae. In 214 of the primiparae (73.3 per cent) 
who underwent spontaneous delivery not over 125 mg. 
“demerol” (pethidine) or 1 dose of another agent 
was used. No analgesic was received in 19.9 per cent. 
In 530 (89.8 per cent) of the spontaneous multiparous 
deliveries not over 125 mg. of pethidine or 1 dose of 
another agent was used and no analgesic was given in 
49 per cent. No anaesthetic was given to 35.2 per cent 
of the primiparae and to 46.3 per cent of the multi- 
parae. In primiparae the average total length of labour 
was 14.3 hours, in multiparae 8 hours. 

Only 8 infants (0.8 per cent) were lost intranatally 
and neonatally (1,500 g. or over). The authors believe 
that this low foetal loss is largely due to the minimal 
amounts of anaesthetic used and the relatively short 
duration of labour. 

{In future reports it would be an advantage if com- 
parable figures were given of the results obtained in 
the clinic before the Dick Read technique was intro- 
duced, for there are still centres, mainly in Britain, 
where doubt is expressed whether the methods advo- 
cated offer any advantages in regard to duration of 
labour, diminution of operative deliveries, and still- 
births and neonatal deaths. No such figures have yet 
been published.] F. J. Browne 


141. The Psychoprophylactic Method of Painless 
Labour. [In Russian.] 
By V. N. Saysuxova, R. M. BRonsurTein, and E. L. 


Ivanova. Akush. Ginek., No. 2, 25-29, 1951. 

Under the system described by the authors the ex- 
pectant mother is enlightened about the physiology of 
pregnancy and labour in a series of systematic 
lectures; towards the end of pregnancy the conduct 
of labour is repeatedly demonstrated to the patient. 

This method was applied to 107 expectant mothers 
and painless labour was observed in 80.4 per cent of 
the cases. The analysis of less successful cases showed 
that the number of instructions (lectures) was directly 
proportional to the efficiency of the method. It was 
also important that the last instruction should be given 
not more than 5 to 6 days before the date of expectant 
delivery. E. W. Collis 


142. Experimental Application of the Psychopro- 
phylactic Method for the Conduct of Painless Labour. 
{In Russian.]} 

By B. K. Korapernik, D. I. Daron, O. G. Sierpu- 
Kova, E. E. Meterovicz, and N. I. Musatova. Akush. 
Ginek., No. 2, 29-31, 1951. 

This method was applied to 316 expectant mothers, 
of whom 204 were primigravidae and 112 multiparae. 
The sources of the fear experienced by women in 
labour were determined and analysed. The origin of 
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fear may be unknown or may derive from impending 
labour pains, the possibility of perineal tears, and fear 
of foetal or maternal death. All types of fear could 
be removed by appropriate instructions. 

In this series of cases 85.3 per cent of primigravidae 
and 88.4 per cent of multigravidae experienced excel- 
lent or good results in achieving painless labour. The 
weight of the infant had no influence on the conduct 
of labour or upon the degree of pain sensation. Many 
patients started labour at home; hence the assessment 
of the duration of labour could not be accurate. The 
foetal mortality was 0.95 per cent; this mortality rate 
could be further reduced. 

The psychoprophylactic method is regarded as 
harmless, securing painless labour at all stages of par- 
turition, and seems to have no contra-indications. 

E. W. Collis 


143. Conduct of Painless Labour by Means of Sug- 
gestion. [In Russian.) 

By M. I. KoGanov, Akush. Ginek., No. 2, 31-34, 
1951. 

This method consists of conversation with the patient 
which starts at the time of admission and proceeds 
until confinement to bed in the labour ward is com- 
pleted. Throughout this time the patient is instructed 
that the labour shall be painless and each step to 
accomplish it is explained. 

The labour ward is situated away from the main 
hospital and lit by pleasant, warm light; silence is 
particularly observed. With each oncoming uterine 
contraction the patient is instructed to shut the eyes 
and proceed to sleep. 

The effects observed on 460 patients in labour are 
said to be very encouraging; in 87 per cent of the 
cases there was completely painless labour. There 
was no difference between the groups of primiparae 
and multiparae. The younger group of patients, 
between 26 and 30 years, showed somewhat better 
results than the group with an average age above 30. 
This method was applied to expectant mothers who did 
not receive antenatal psychoprophylaxis (see Abstract 
141) and reported to hospital directly in labour. 

E. W. Collis 


144. The Philosophy of Painless Childbirth. (Deon- 
tologia del parto sin dolor.) 

By D. F. Luque Bettran. Toko-ginec. pract., 10, 
207--215, April 1951. 


145. Uterine Contractility and Cervical Dilatation. 
By S. R. M. Reynotps. Proc. roy. Soc. Med., 44, 
695-702, Aug. 1951. 9 figs., 23 refs. 


, 146. The Dilatation of the Cervix Uteri by Uterine’ 
Action. (La dilatation du col de utérus par l'action 
utérus par l'action utérine.) 

By S. R. M. Reynoipos. Brux.-méd., 31, 1567-1571, 
July 29, 1951. 


147. Relation between Ascorbic Acid and Labour. 
(Zur Frage der Beziehungen der Ascorbinsiure zur 
Wehentitigkeit.) 


By H. Tascu. Zbl. Gyndk., 73, 999-1008, 1951. 
7 refs. 

It has been found from animal experiments that the 
administration of ascorbic acid increases the spon- 
taneous contractions of the uterus and also sensitizes 
it to adrenaline. Patients attending an obstetrical clinic 
in Vienna were given varying doses of ascorbic acid 
in late pregnancy and in labour and the effects on the 
time of delivery were noted. It was found that 
“ saturation” with the vitamin increased the speed of 
delivery in almost all cases, the average time being 9 
to 17 hours in primiparae and 6 to 7 hours in multi- 
parae. Patients who had not received the vitamin in 
pregnancy were given 500 mg. intravenously in 4 doses 
at half-hourly intervals followed by variable dosage 
by mouth; this also increased the speed of delivery. 

It is concluded that ascorbic acid has a definite effect 
on the strength of the labour pains and that the ad- 
ministration has a beneficial effect on the child and on 
the condition of the mother in the puerperium. 
D.C. A. Bevis 


148. Duration of Labour with Peroral Aneurin 
Therapy. (Der Geburtsablauf bei parenteraler 
Vitamin B -Behandlung.) 


By H. Pororscunic. Wien. klin. Wschr., 63, 
205-206, Mar. 16, 1951. 22 refs. 


Among the many remedies and methods recom- 
mended for soothing labour pains and accelerating 
confinement the effectiveness of aneurin is emphasized. 
This substance, which is of importance for the func- 
tion of the nervous and muscular tissue, is, according 
to Schuh and others, diminished in the urine at the end 
of pregnancy. Supplying the dormant uterus with this 
substance will not induce labour, but after its onset 
contractions are stimulated and regulated, and their 
painfulness reduced. The author concludes that an 
essential shortening of the duration of the delivery 
takes place. 

He has tried aneurin in 127 cases in the obstetrical 
department of the Provincial Hospital at Villach and 
found that the first stage of labour is shortened by it, 
a norma! delivery achieved, and pain diminished. 

He injected at the beginning of the confinement 100 
mg. aneurin intravenously or intramuscularly and this 
dose could be repeated once or twice. Favourable 
results were achieved with comparatively huge peroral 
doses (up to 200 mg.). 

[Though the number of cases is small, the conclusion 
of the author seems to be justified, namely, that aneurin 
shortens the duration of labour by nearly half and that 
it diminishes the pain without harm to mother or 
child O. Burger 


149. The Rhythm of Labour Pains During and After 
Compression of the Aorta. (Dic Wehenrhythmik unter 
und nach kompression der Aorta.) 

By W. Escupacn. Zhi. Gyndk., 73, 850-856, 1951. 
15 refs 
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150. Delivery in Fatal Cases of Circulatory 
Disease and the Prognosis for the Child. (Die Entbin- 
dung bei der kreislaufkranken Sterbenden und die 
Lebensprognose des Kindes.) 

By E. Kiees. Z. Geburtsh. Gyndk., 134, 250-259, 
1951. 6 refs. 


151. The Changes in Capillary Permeability During 
and After Labour. (Das Verhalten der Kapillarper- 
meabilitat unter der Geburt und post partum.) 

By L. Herotp. Z. Geburtsh. Gyndk., 134, 241-250, 
1951. 25 refs. 


152. The Effects of Anemia on Labor. 

By J. B. Taytor and R. Torpin. Amer. J. Obstet. 
Gynec., 61, 71-74, Jan. 1951. 6 refs. 

This investigation was carried out in order to deter- 
mine whether anaemia caused prolongation of labour; 
it involved 698 multiparae and 321 primiparae, divided 
into two groups; those having haemoglobin above 11 g. 
per 100 ml. of blood and those with values below this 
figure. 

In the primiparous group there were 244 with haemo- 
globin above 11 g. per 100 ml. and 77 with values 
below it. The average time of labour for the former 
group was 15 hours 11 minutes, and for the latter 18 
hours 16 minutes; that is, the duration of labour in 
the group of anaemic patients was 20.3 per cent 
longer than in those that were not anaemic. 

In the multiparous group there were 441 classified 
as having adequate haemoglobin. The average time of 
labour was 10 hours. In the remaining 257 with 
haemoglobin below 11 g. per 100 ml. of blood the 
average duration was 12 hours 17 minutes, that is, 
22.9 per cent longer than for those considered normal. 
The authors feel that anaemia alone is not the cause 
of the prolongation of labour, but that it indicates 
other deficiencies with their attendant biochemical and 
kinetic disorders. F. J. Browne 


153. The Significance of Variations in the Time of 
Rupture of the Membranes during Labour. (Die 
Bedeutung der zeitlichen Variationen des Fruchtblasen- 
sprunges sub partu.) 

By K. Asr. Gynaecologia, Basel, 132, 1-18, July 
1951. 3 figs. 


154. Is it Justifiable to Regard a Change in the 
Foetal Heart Rate Alone as an Indication for Prema- 
ture Induction of Labour? (Ist es berechtigt, allein aus 
Frequenzstérungen der kindlichen Herzténe eine fetale 
Indikation zur beschleunigten Geburtsbeendigung 
abzuleiten.) 

By W. H. Turece and H. Braun. Zhi. Gyndk., 73, 
194-201, 1951. 12 refs. 


155. The Combined Use of Curare, Sparteine, and 
Spasmolytics in Labour. (L’associazione curaro-spar- 
teina-spasmolitici in travaglio di parto.) 

By P. Morcera. Rif. med., 65, 637-640, June 9, 
1951. 9 refs. 
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156. The Use of Intravenous Pituitary Oxytocin for 
the Induction of Labour and in Uterine Inertia. (E! 
use de ocitdécicos post-hipofisiarios por via intra- 
venosa en ia induccién del parto y en la inercia 
uterina.) 

By A. A. Bravo, G. Muritto, and R. Jimenez. 
Ginec. Obstet. Mex., 6, 91-105, Mar.-Apr. 1951. 1 fig., 
24 refs. 


157. Posterior Pituitary Extract in Uterine Inertia. 
{In English.] 

By L. Simon. Acta obstet. Gynec. scand., #, 216- 
230, 1951. 26 refs. 


158. Intravenous Administration of Oxytocics as a 
Means of Rapid Termination of Labour. (Intravendse 
Wehenmitte! als Schnellentbindungsverfahren.) 

By E. Diexe. Med. Klinik., 46, 746-748, July 6, 
1951. 5 refs. 


159. The Use of Dihydroergotamine Methanesul- 
fonate (DHE-45) in Shortening Labor. 

By M. J. Baskin and F. W. Creatocx. Rocky Min 
med. J., 48, 514-516, July 1951. 14 refs. 


160. Use of Prophylactic Penicillin in Obstetrics. 

By L. T. Dorcan, H. S. McGauouey, and H. G. 
Gippens. Amer. J. Surg., 81, 168-171, Feb. 1951. 
9 refs. 

An appreciable reduction in morbidity and febrility 
resulted from the prophylactic injection of penicillin in 
patients in whom a normal, uncomplicated labour was 
expected. Before this method is adopted as a routine 
procedure, however, several questions must be answered, 
such as the production of sensitivity to penicillin and 
penicillin-resistant strains and the possibility of mask- 
ing congenital syphilis in the baby. W. Mestitz 


161. Complete Obliteration of the Internal Os, 
Causing Obstructed Labour in a Case with Unusual 
Placental Structure. (Ein volikommener Verschluss des 
inneren Muttermundes als Geburtshindernis mit 
seltener Plazentarbildung.) 

By B. G. J. Scuwerrzer. Zbl. Gyndk., 73, 880-885. 
1951. 5 figs., 5 refs. 


162. A Review of Pelvic Tumours Arising Extra- 
genitally and Obstructing Delivery. [In English.] 

By K. Hacer. Acta obstet. gynec. scand., W, 
391-407, 1951. 3 figs., 24 refs. 


163. A Clinical and Experimental Study of the 
Mojon-Gebastou Technique of Inflation of the Pla- 
centa. (Klinisch-experimentalle Studie zur Auffiillung 
der Plazenta nach Mojon-Gabastou.) 

By W. Escupacn and W. Frey. 
840-845, 1951. 1 fig., 12 refs. 


164. Clinical and Statistical Study of Rupture of the 
Uterus during Labour. (Contributo clinico statistico 
alle rotture di utero in travaglio di parto.) 

By C. Betvepert. Riv. ital. Ginec., 34, 
1951. 38 refs. 
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165. Complete Rupture of the Uterus. (Ervaringen 
betreffende ruptura uteri completa.) 

By G. J. Oosrernuts. Ned. Tijdschr. Geneesk., 
95, 2405-2409, Aug. 18, 1951. 4 figs. 


166. Expression of the Child in Prolapse of the 
Cord. Especially in Cases of Flat Rachitic Pelvis. 
(Die Expression des Kindes bei Nabelschnurvorfall 
speziell auch im Hinblick auf das rachitisch-platte 
Becken.) 

By E. Framricu. Zbl. Gyndk., 73, 231-234, 1951. 


167. The Prenatal Diagnosis of Foetal Presentation 
by Means of Recording the Action Potentials of the 
Foetal Heart. (Pranatale Situationsdiagnostik mittels 


Darstellung fetaler Herzaktionspotentiale.) 
_ By W. Ernst. Zbl. Gyndk., 73, 206-208, 1951. 


168. Management of Breech Presentation. 
Behandlung der Beckenendlage.) 

By H. Knaus. Geburtsh. u. Frauenheilk., 11, 
497-498, June 1951. 


169. Brow Presentation. 1. A Series from Three 
Obstetric Units. [In English.} 


By M. INGERSLEV. Acta. obstet. gynec. scand., 30, 
278-307, 1951. 22 refs. 


170. Strangulation of the Cord by Simonart’s 
Threads. (Nabelschnurumschli gen um Simon- 
artsche Binder.) 
oa H. Scuutz. Zbl. Gyndk., 73, 227-231, 1951. 


171. Velamentous Insertion with Tearing of Blood 
Vessels in Twin Labour. (Insertio Velamentosa mit 
Gefasszerreissung bei Zwillingsgeburt.) 

By J. P. Emmricu. Zbl. Gyndk., 73, 225-227, 1951. 


172. The Treatment of Complete Inversion of the 
Uterus. (Zur Behandlung der Inversio uteri totalis 
puerperalis.) 

By A. Irnmscuer. Zhi. Gyndk., 73, 886-887, 1951. 
7 refs. 


173. Spinal Anaesthesia as a Treatment of Post- 
partum Atony of the Uterus. [In English.] 

By F. Fucus. Acta obstet. gynec. scand., W, 384- 
390, 1951. 15 refs. 


174. A Prophylaxis of Postpartum Haemorrhage. 
(Zur Prophylaxe der Nachgeburtsblutungen.) 

By V. FriepperG. Zhi. Gyndk., 73, 845-850, 1951. 
2 figs.. 16 refs. 
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175. Anaesthesia for Certain Obstetrical and Gynae- 
cological Operations. (Anestesiologiska synpunkter 
pa nagra obstitriska och gynekologiska ingrepp.) 

By A. Bauer. Svenska Lékartidn., 48, 1913-1924, 
Aug. 17, 1951. 8 refs. 


176. Pain Relief in Labour and Choice of Anes- 
thesia. 

By R. E. McDonatp and W. K. Horrman. Wis- 
consin med. J., 50, 655-658, July 1951. 5 refs 


177. Obstetric Analgesia by the Gittingen method. 
(L’analgesia del parto secondo il metodo della clinica 
di Gottingen.) 

By E. Gyarmari 
1951 


178. The Alleged Action of Intravenous Procaine in 
Obstetrical Analgesia. (Sulla pretesa azione della 
novocaina endovenosa nel parto indolore.) 

By C. Pecuizzari. Riv. ital. Ginec., 34, 104-125, 1951 
9 figs., 14 refs 

Intravenous drip infusions of procaine (0.6 to 2 per 
cent procaine in 5 per cent glucose solution) were given 
to 36 women in labour at the Trieste School of Obstet- 
rics; up to 0.1 g. per kg. of body weight was infused 
There were no untoward effects on maternal circula- 
tion and respiration, and no infant was harmed. 
Uterine contractions were not affected adversely, and 
the author describes “ a certain relaxation of the lower 
uterine segment and of the perineal floor” as the 
result of the drug. In all cases the puerperium was 
afebrile, which is ascribed to the antibacterial action of 
procaine. The analgesic effect of the drug, described 
by Allen in 1945, was often found to be lacking. 

{Llusia and del Castillo (Gynaecologia, Basel, 1949, 
127, 273) have shown that procaine sensitizes the 
uterine muscle to pituitary oxytocin both in vitro and 
in vive, and ascribe this to the antagonism between 
procaine and cholinesterase. ] N. Alders 


179. Intravenous Procaine in Obstetrical Analgesia. 
(Procaina endovenosa en la analgesia del parto.) 

By Z. Garcta. Ginec. Obstet. Mex., 6, 139-147, 
Mar.-Apr. 1951 


180. Low Spinal for Delivery using Procaine or 
Pontocaine. 

By E. A. Srerren and D. L. AsuTon. 
med. J., 50, 673-677, July 1951. 14 refs 


181. Influence of Analgesics on Pain Intensity during 
Labour (With a Note on “ Natural Childbirth ”). 

By C. T. Javert and J. D. Harpy. Anesthesiology, 
12, 189-215, Mar. 1951. 11 figs., 33 refs. 

This article refers to previous work on the use of the 
“ dolorimeter ” to measure pain threshold and pain 
intensity under different conditions. The present study 
is concerned with the pains of labour in 26 subjects (21 
primiparae) and its modification by the use of various 
analgesic agents. An attempt is made to assess quanti- 
tatively (in units named “ dols ”) the pain experienced 
throughout labour, and to measure in these units relief 
afforded by various analgesics, alone and in combina- 
tion. Records are also presented of the other effects 
of these drugs, which included morphine, hyoscine. 
heroin, and pethidine. 

All drugs relieved anxiety. Pethidine and hyoscine 
were most successful in producing drowsiness and doz- 
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ing between contractions. Morphine, pethidine, and 
heroin were found to lengthen the interval between 
uterine contractions (and hence to relieve pain) and yet 
their use was found also to reduce the average length 
of labour of primigravidae from about 18 to 12 hours. 
The drugs most successful in reducing pain intensity 
were heroin and a combination of small doses of mor- 
phine and pethidine. Significant elevation of pain 
threshold of the skin was achieved only by large doses 
of morphine and hyoscine and by heroin. 

The authors observe that the intensity of pain in the 
second stage of labour frequently reached “ ceiling 
level " (the greatest pain that can be perceived by the 
body), and they find it hard to believe that an primi- 
gravida could complete her labour without desiring 
relief from some analgesic or anaesthetic. They record 
results with 5 patients trained in relaxation for “ natural 
childbirth ” and observe that there was no diminution 
in the pain experienced, but perhaps some extra stoic- 
ism in its endurance. W. J. Mills 


182. Continuous Peridural Analgesia in Childbirth. 
(Die Dauerperiduralandsthesie (DPA) in der Geburts- 
hilfe.) 

By A. and G. Reicuen. Schweiz. med. Wschr., 
81, 393-396, Apr. 28, 1951. 6 figs., 16 refs. 

This is a report on the technique and the results of 
continuous peridural analgesia given, during a period 
of 6 months, to 105 parturient women at the Obstetric 
Clinic of the University of Bale. The authors expected, 
and usually found, the following advantages of this 
method over caudal analgesia as employed by Hingson 
and Edwards: (1) adiposity and anomalies of the 
sacrum are no contra-indications; (2) there is no limita- 
tion on the duration of analgesia; (3) analgesics of low 
toxicity and short duration of action can be used: (4) 
by simply increasing the volume of injected analgesic 
larger peripheral areas can be rendered insensitive so 
that complete analgesia during the second stage of 
labour can be produced; (5) this method is economical, 
and side-effects are rarer than with injections into the 
sacral canal. 

The authors introduce a special needle into the peri- 
dural space exactly in the midline between the first and 
second or the second and third lumbar vertebrae, and 
insert a polyethylene catheter through the lumen of 
the needle into the peridural space; the needle is then 
removed and the catheter is fixed to the patient's skin 
with adhesive tape. A 1.5 per cent “ metycaine” 
solution is used; the effective dose varies from 5 to 
10 ml. for 35 to 65 minutes. Great care is taken to 
exclude accidental intradural injection by a test dose 
of 2 to 3 mi. of the solution before injecting the full 
initial amount. 

In only 3 cases was there lowering of the systolic 
blood-pressure below 100 mm.Hg, but in 3 cases of 
pre-eclampsia the blood-pressure was reduced by from 
10 to 50 mm.Hg. A tendency to facial pallor was fre- 
quently observed, nausea was rare, vomiting excep- 
tional. A transient Horner's syndrome occurred three 
times. In 1 case there was transient meningism 2 days 
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after a straightforward peridural analgesia. The dura- 
tion of labour was estimated to have been reduced by 
one-third as the result of peridural injectiom both in 
primigravidae and in multiparae (71 and 34 cases 
respectively). In 20 cases labour was terminated by 
forceps delivery, but in only 8 cases was the analgesia 
held responsible for the resort to instrumental delivery. 
In 4 of these 20 forceps deliveries full surgical anaes- 
thesia was required; 11 times a “ narcose a la reine” 
was given for psychological reasons, and three times an 
additional injection of metycaine into the sacral canal 
was necessary. [These last facts would seem to detract 
somewhat from the good results claimed by the 
authors.} N. Alders 


183. Operative Delivery Under Peridural Analgesia. 
(Schnittenbindung in Periduralanidsthesie.) 

By H. Ruppert. Geburtsh. u. Frauenheilk., 11, 438- 
448, May 1951. 25 refs 


184. The Use of b-Tubocurarine Chloride for 
Caesarean Section—A Report of 210 Cases. 

By H. T. Davenport. Brit. J. Anaesth., 23, 66-80, 
Apr. 1951. 4 figs., 3-refs. 

A series of 210 Caesarean sections was performed 
with p-tubocurarine chloride (“ tubarine ”) as a relax- 
ant. Premedication was with intramuscular atropine 
0.6 mg. (1/100 gr.) 30 minutes before operation, or 
intravenously in an emergency. When the patient was 
prepared and the surgeon ready, a test dose of 5 mg. 
D-tubocurarine was given, followed by the rest of the 
estimated dose if there was no undue reaction. Anaes- 


thesia was induced with 10 per cent thiopentone 
(“ kemithal ”), and maintained in the first plane with 
cyclopropane in the closed circuit. On delivery of the 
head, intravenous ergometrine 0.5 to 1 mg. was given: 
morphia or papaveretum (“ omnopon”"), with neostig- 
mine if there was upper intercostal paralysis, was given 


at the end of the operation. The dose of p-tubo- 
curarine was 8 to 20 mg. (average 15 mg.) and of 
thiopentone 0.3 to 0.7 g. (average 0.4 g.); in 8 cases a 
further dose of thiopentone was given. In some, 
trilene analgesia was employed at the end of operation 
until sedation was established. 

There were 5 foetal deaths; 80 (38 per cent) of cases 
were emergencies; #° (40.5 per cent) were not normal 
risks. There was evidence of a live foetus at the begin- 
ning of operation in all but one. The age of the 
mothers was from 16 to 45 (average 32). Operations 
lasted from 20 to 135 minutes (average 39 minutes), 
the foetal head being delivered in 2 to 17 minutes 
(average 7.5 minutes); 2 were distressed after the 
initial dose of p-tubocurarine, but immediate induction 
of sleep abolished the memory of this symptom. A 
natural airway was used when possible; aided respira- 
tions caused considerable’ collections of gas in the 
stomach in 2, without ill-effect. In 14 cases an endo- 
tracheal tube was passed, in 7 to avoid trouble and in 
7 to overcome laryngospasm (3), bronchospasm (2). 
or regurgitation of gastric contents (2). None of the 
agents used was associated with hypotension, except in 
the very nervous or where there was relevant haemor- 


121 


rhage or hypoxia. Uterine blood loss was not great, 
and relaxation always good, no packs being used. 
Arrhythmias were rare, in 4 ether was substituted on 
account of extrasystoles or tachycardia. Four vomited 
copiously post-operatively. In 51 (24.5 per cent) intra- 
venous neostigmine, 5 mg., and atropine, 1.2 mg. 
(1/50 gr.), were given without ill-effect. 

Post-operatively, 13 had cough only, 7 had cough 
with sputum (bronchitis), § had collapse of lung, | had 
undiagnosed dyspnoea and cyanosis for one day; 7 
had abdominal distension; 4 required catheterization 
for retention of urine; 9 had infection of the wound, 1 
requiring suture; 8 had venous thrombosis; 2 developed 
ketosis and 1 hypoglycaemia (there were 3 diabetics). 

In all, 104 female and 108 male infants (including 2 
sets of twins) were delivered, 13 being immature (less 
than 54 Ib. (2.4 kg.) ): 138 (65 per cent) breathed spon- 
taneously, 61 (29 per cent) required resuscitation 
(repeated suction, oxygen administration, «-lobeline 
into the cord veins), 13 (6 per cent) required intubation; 
3 males and 2 females did not survive the neonatal 
period-—of all the mothers 5 were over 33 years and 
multiparae; at necropsy, 2 had signs of intracerebral 
disease and 3 had atelectasis. A specialist anaesthetist 
is required for this method, and successful resuscitation 
of the infant needs expert care and knowledge. 

D. D. C. Howat 


185. Oxygen Saturation of the Blood of the New- 
born, as Affected by Maternal Anesthetic Agents. 

By E. S. Tayztor, C. D. Govan, and W. C. Scott. 
Amer. J. Obstet. Gynec., 61, 840-854, Apr. 1951. 7 
figs., 6 refs. 

This is a preliminary report dealing with the effects 
of anaesthetics on oxygen saturation of the blood of 
the infant from immediately after birth up till 18 
hours after birth. All the infants studied were born 
vaginally at term by normal spontaneous or outlet 
forceps delivery. The anaesthetics used included 
pudendal or saddle block, ether, nitrous oxide, thiopen- 
tone soluble, and cyclopropane, all carefully adminis- 
tered for short periods only. In all, 94 infants were 
studied, with a total of 708 determinations; the 
capillary blood oxygen capacity and content were 
determined by the micro-method described by Rough- 
ton and Scholander (J. biol. Chem., 1943, 148, 541). 
The heel of the newborn infant was cut, immersed in 
mineral oil, and blood was allowed to flow freely from 
the wound under oil; 0.5 ml. of blood was gathered 
under oil in a heparinized syringe, mercury being used 
as an agitator within the syringe. An oxygen saturation 
of 90 per cent or over, attained after 1 to 3 hours of 
extra-uterine life, was regarded as normal and as a 
standard for comparison. 

Of the 20 infants whose mothers received regional 
analgesia none required resuscitation. At the end of 1 
hour of life 9 of the 20 had oxygen saturation values 
of 90 per cent or over, the average being 67.2 per cent 
at 30 minutes and 85 per cent at the end of the first 
hour. Of 21 infants whose mothers received ether 
anaesthesia 5 to 12 minutes before delivery by the 
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the end of | hour. The average oxygen saturation at 
the end of an hour was 79 per cent. Eight of the 21 
needed artificial resuscitation. At the end of 2 hours 
the oxygen saturation was still only 78 per cent and 
even at the end of 3 hours, 6 out of 11 infants had 
levels below 90 per cent. The authors conclude from 
this that 3 hours of life may not be sufficient for some 
newborn infants to recover fully from the effects of 5 
to 12 minutes of maternal open-drop ether anaesthesia. 
In 10 infants whose mothers received 80 per cent 
nitrous oxide anaesthesia and 20 per cent oxygen for 
5 to 7 minutes before delivery the average saturation 
at the end of an hour was 80.6 per cent and 8 of the 10 
had values below 90 per cent. This indicates that 
nitrous oxide anaesthesia, even when used in “ safe” 
amounts, May act as a depressant to foetal oxygen 
levels for at least 1 hour after birth. 

Soluble thiopentone 2.5 per cent, given intravenously 
4 to II minutes before delivery, also depressed the 
ability of the infant to gain normal adult oxygen 
saturation. At the end of 1 hour the average saturation 
in 10 cases was 80 per cent, which was not significantly 
lower than that of infants born of mothers receiving 
no general anaesthetic agents, but in only 2 of the 10 
cases was the saturation value 90 per cent or over at 
that time, while one required resuscitation. Of 13 
infants whose mothers received cyclopropane for 4 to 
11 minutes before delivery, only 2 had an oxygen 
saturation level of 90 per cent or over at the end of the 
first hour of life. The average at the end of this time 
was 71.5 per cent, or 14 per cent lower than when no 
general anaesthesia was given; this difference is not, 
however, statistically significant. Seven of the 13 
required resuscitation. 

The authors conclude that a significantly higher per- 
centage of infants reached an oxygen saturation value 
above 90 per cent at | hour when regional analgesia 
was used than when general anaesthetics were used. 
Furthermore, no infant required resuscitation after 
regional analgesia, whereas from 10 to 60 per cent 
required it following the general anaesthetics. Pro- 
longed general anaesthesia for delivery should there- 
fore be avoided. Some form of regional analgesia 
should be used for deliveries that are complicated by 
prematurity, placenta praevia, obstetrical trauma, 
placental separation, toxaemia of pregnancy, or com- 
pression of the umbilical cord, since these infants are 
already candidates for anoxia F. J. Browne 


PUERPERIUM 
186. Early Ambulation in Obstetrics. 
By A. Gaum. Nova Scotia med. Bull., 3, 147-150, 
July 1951. & refs 


187. The Contractile Activity of the Uterus in the 
Puerperal State. (La actividad contractil uterina en el 
vido puerperal.) 

By H. Atvarez. R. C. Barcta, and A. FerRNaNpez. 
Ginec. Obstet. Mex., 6, 113-134, Mar.-Apr. 1951. 9 
figs., 7 refs 
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open-drop method only 3 had values of 90 per cent at 


188. Microfiora of the Uterus During the Normal 
Puerperium. (Zu den Untersuchungen tiber die 
Mikroflora der Gebarmutter.) 

By H. Gromapzki. Arch. Gyndk., 179, 487-488, 
1951. 


189. Use of “ Methergin” During the Postpartum 
Period. (Die Anwendung von Methergin in der Nachge- 
burtsperiode.) 

By W. v. Massensacn, C. DiecKMANN, and T. Hick1. 
Geburtsh. u. Frauenheilk., U1, 525-532, June 1951. 
36 refs. 


190. Three Years’ Experience with “ Suprenal” 
in the Treatment of Non-Suppurating Puerperal Infec- 
tions. (Drei Jahre Erfahrungen mit Suppronalum in 
der Behandlung nichtseptischer puerperaler infektio- 
nen). 

By H. Hosemann. Zbl. Gyndk., 73, 272-278, 1951. 


191. Follow-up Study in Cases of Puerperal Sepsis. 
(Nachuntersuchungen nach geheilter Puerperalsepsis.) 

By P. WINCKELMANN. Zbi. Gyndk., 73, 269-272, 
1951. 


192. Postpartum Prolapse: Prophylaxis and Indica- 
tions for Treatment. (Le prolapsus du postpartum 
prophylaxie et indications thérapeutiques.) 

By P. Funck-Bretano and M. Cuirte. Presse therm. 
climat., 88, 53-56, Mar.-Apr. 1951. 


193. Puerperal Polyneuritis. (Zapalenie wieloner- 
wowe pologowe.) 

By Z. Masewska. Polsk. Tyg. lek., 6, 402-404, Mar. 
19, 1951. 9 refs. 


LACTATION 


194. Luteal Hormone and its Relation to the Onset 
of Lactation. (Das Gelbkérperhormon und seine 
Beziehung zum Laktationsbeginn.) 

By R. Kaiser. Zbl. Gyndk., 73, 898-904, 1951. 
1 fig., 35 refs. 


195. The Treatment of Insufficient Lactation by 
Synthetic Thyroxine. (Le traitement des lactations in- 
suffisantes par la thyroxine synthétique.) 

By J. D. Romant. Gynéc. et Obstét., 50, 329-334, 
1951. 1 fig., 26 refs. 

Experimental observations on certain animals, especi- 
ally the cow and goat, have shown an increase in the 
secretion of milk in response to treatment by thyroid 
extract, thyroxine, and iodine. There is also an increase 
in milk fat and proteins. 

Of the various thyroid substances used by different 
workers synthetic L-thyroxine is the most effective in 
the treatment of declining lactation in the cow. 
Previous workers have applied these results of veterin- 
ary medicine to lactating women and have reported 
significant results. 

In this paper the author reports the treatment of 50 
cases of hypogalactia by synthetic thyroxine. The dose 
was 1.5 mg. by mouth each day for 5 days or less. No 
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unfavourable side-effects on either mother or child 
were seen. 

Forty-four patients were treated before the tenth 
day after delivery for late or deficient lactation. In 
every case but one the response to thyroxine was 
obvious in the increased volume of milk, sometimes 
enough to cause tension in the breasts and galactor- 
rhoea. There was a parallel gain in weight by the 
child. 

The fat content rose by 100 per cent and that of 
lactose by 100 to 120 per cent, but that of chlorides 
fell by 50 per cent. When lactation failed during the 
first.2 months, treatment with thyroxine was less suc- 
cessful. In 3 cases there was no change, and in 3 others 
improvement of secretion was only temporary. 

The paper concludes with a brief discussion on the 
function of the thyroid in relation to lactation, either 
through the hypophysis or direct on the mammary 
gland cells. Aleck Bourne 


196. The Treatment of Inadequate Lactation with 
Synthetic Thyroxin. (Le traitement des lactations 
insuffisantes par la thyroxine synthetique.) 

By J. D. Romant. Gynéc. et Obstét., 50, 329-334, 
1951. 1 fig., 26 refs. 

197. The Question of Inhibition of Lactation. (Zur 
Frage der Laktationshemmung.) 

By H. Tutzer. Zbl. Gyndk., 73, 892-898, 1951. § 
figs., 31 refs. 

198. Metabolism of Women During the Reproduc- 
tive Cycle. XVIII. The Effect of Multi-vitamin Sup- 


plements on the Secretion of B Vitamins in Human 
Milk. 
By J. P. Pratr et al. J. Nutrit., 44, 141-157, May 


10, 1951. 1 fig., 25 refs. 


199. Changes in the Content of Pregnanediol in 
Urine and Milk in the Puerperium. (La presenza del 
pregnandiolo nelle urine e nel latte di puerpera; le sue 
variazioni determinate con metodo chimico e foto- 
metrico, ed il loro significato biologico e clinico.) 

By F. Rito. Monit. ostet-ginec., 22, 107-118, Mar.- 
Apr. 1951. 7 figs., 19 refs. 

200. Puerperal Mastitis in Involuntary Inactivity. 
(Mastitis puerperalis bei forcierter Stilltatigkeit.) 

By K. Umtanp. Zbl. Gyndk., 73, 294-301, 1951. 
17 refs. 

201. The Rational Treatment of Mastitis. (Ration- 
elle Mastitistherapie.) 

By W. Niesert. Zbl. Gyndk., 73, 283-289, 1951. 
25 refs. 

202. The Local Treatment with Penicillin of Puer- 
peral Breast Abscesses. (Die lokale Penicillinbehand- 
lung der abszedierenden Mastitis puerperalis.) 

By W. Jiptner. Zhi. Gyndk., 73, 278-282, 1951. 
4 refs. 

203. Study of the Vaginal Cytology in Cases of 
Painful Breasts. (Etude de la cytologie vaginale dans 
les seins douloureux.) 

By E. Pottosson, J. Matuiev, and P. Haour. 
Gynéc. et Obstét.. 50, 260-264, 1951. 2 figs. 
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INFANT 


204. Principles and Facilities for the Care of the 
Newborn Infants in the Hospitals. 

By L. B. SLopopy and H. M. Wattace. J. Amer. med. 
Ass., 146, 1462-1465, Aug. 18, 1951. 


205. Continuing Nursing Care for the Small Infant 
Discharged from Hospital. 

By W. S. Craic, G. A. Kircsine, L. G. Davies, and 
C. F. Brockincton. Brit. med. J., 1, 1234-1236, June 
2, 1951. 

The paediatricians and the Medical Officers of 
Health of Leeds and the West Riding have together 
developed a new form of organization for continuing 
the nursing care of the newborn infant discharged 
from the maternity hospital. The motive has been to 
enable small babies, in hospital because of illness or 
circumstances of birth, to be discharged home with the 
minimum of delay. The method is for the paediatric 
registrar to inform the supervisor of midwives by tele- 
phone of the impending discharge of a patient suitable 
for continued nursing. The nurses are chosen from 
a team of trained midwives employed whole time on 
follow-up care of infants included in the scheme: these 
nurses have also had special experience in the domi- 
cilliary care of premature and ailing newborn infants. 
They visit the maternity hospital before the infant is 
discharged, and the home before and very soon after 
it arrives. The family doctor receives a clinical sum- 
mary from the hospital and is informed by the nurse 
of the infant's arrival home; she also attempts to be 
there when he makes his first visit. The frequency and 
duration of visiting are dictated by the needs of the 
case and may be as often as several times daily and 
for as long as 6 weeks. The case is finally handed over 
to the care of the health visitor. 

Mention is made of periodic meetings between the 
nurses and the paediatric staff to assess the results of 
the follow-up care and to facilitate discussion. [It is to 
be regretted that the family doctor is not included.] 
At first the experiment was confined to the city, and 
when extended to the country new problems of distance 
and distribution of services arose, the county super- 
visor of health visitors becoming responsible for 
visiting the hospital and informing the health visitor 
allocated to the case of the details. Some infants who 
have been admitted to the general hospital from the 
maternity hospital are also cared for in this scheme 
after discharge. 

Of the 225 babies dealt with, premature babies, 
those with incompletely solved feeding problems, 
survivors of a stormy neonatal course, and those suffer- 
ing from localized superficial infections, that do badly 
in hospital, made up the majority. The advantages to 
the mother and child from such a service are many and 
significant, but emphasis is also placed on the stimulat- 
ing and educational effect that the work has on the 
nurses and doctors. as well as on the reduction in 
pressure on the work of the maternity hospitals. 

David Morris 
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206. The Rate of Biood-flow in the Umbilical Cord. 

By A. D. M. Greenriecp, J. T. SHepuern, and R. F. 
Wuetan. Lancet, 2, 422-424, Sept. 8, 1951. 2 figs., 
7 refs. 


207. A new Method of Treatment of the Umbilicus 
with Laminaria Pegs. (Fine neue Abnabelungsmethode 
mit Laminaria-N-Stiften.) 

By G. ScuArer. Z. Geburtsh. Gyndk., 
1951. 6 figs 


134, 273-279, 


208. Resuscitation of the Newborn. 


By J. P. Fiercuer and J. W. Rocers. J. Amer. med. 
Ass., 145, 533-538, Feb. 24, 1951. 9 figs., 12 refs. 


The authors detail the mode of production of 
hypoxia in the newborn infant, describing how anoxic 
hypoxia results from obstruction of the air passages 
or depression of the respiratory centre. Stagnant 
hypoxia ensues after circulatory failure, and anaemic 
hypoxia occurs in severe erythroblastosis foetalis. 
Severe hypoxia persisting for 8 minutes permanently 
damages the cerebral cortex and small pyramidal cells; 
the medullary cells die only after 20 to 30 minutes’ 
severe hypoxia. 

From the point of view of treatment hypoxia is con- 
sidered under two headings, acute and prolonged. The 
former results from placenta praevia, a short cord, the 
cord round the neck, and accidental! haemorrhage, 
leading to stimulation of the respiratory centre, 
premature respiration, and aspiration of liquor, mucus, 
and blood. Prophylaxis is by efficient ante- and intra- 
natal care and minimal anaesthesia during labour, with 
the administration of oxygen if foetal distress develops; 
treatment of the infant is directed towards removal of 
any obstruction to the airway after birth. 

Prolonged hypoxia may follow the acute form or 
may result from placental ischaemia, eclampsia, 
diabetes, maternal vascular disease, anaemia, or 
erythroblastosis; it leads to congestion, oedema, and 
haemorrhage in all tissues and organs. It is treated 
by gentle handling, clearing the airway, and administer- 
ing intratracheal oxygen. This procedure is carried 
out with an apparatus which simultaneously performs 
gentle, controlled suction and delivers oxygen. A 
rubber-covered endotracheal catheter is inserted and 
oxygen is passed through at a pressure below 2.5 cm. 
of water, while obstructing material is removed through 
a plastic suction tube lying within the lumen of the 
catheter. As the newborn infant has an excess of 
carbon dioxide the administration of this gas as a 
respiratory stimulant is not recommended 

The results of 3 years’ experience with this technique 
in 2,531 deliveries are described. In 1947 47 per cent 
of resuscitations were successful, in 1948 63 per cent, 
and in 1949 the figure rose to 89 per cent. The 
prognosis in asphyxia due to congenital abnormalities, 
intracranial haemorrhage, and placental separation 
remains bad, but asphyxia due to other causes usually 
responds favourably to the technique described. 

C. W. F. Burnett 
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209. Practical Aspects of Resuscitation of the New- 
born. 

y B. E. Capre and L. M. Pain. 

$1, 1797-1800, 


N.Y. St. J. Med., 
Aug. 1951. 3 figs., 12 refs. 

210. Asphyxia Neonatorum. (Fosterasfyxi.) 

By B. J. Jonsson. Nord. Med., 46, 1221-1224, Aug. 


1951. 2 figs., 7 refs. 


211. Asphyxia Neonatorum Treated by Electrical 
Stimulation of the Phrenic Nerve. 

By K. W. Cross and P. W. Roperts. Brit. med. & 
1, 1043-1048, May 12, 1951. 1 fig., 9 refs. 

The authors have devised an apparatus for the 
electrical stimulation of the phrenic nerve, to be used 
to resuscitate the asphyxiated newborn infant. The 
apparatus stimulates respiratory movements via the 
phrenic nerve by the application of controlled electrical 
pulses, 0.25 millisecond in duration, repeated at 
intervals of approximately 10 milliseconds. The 
authors used such cycles repeated at a rate of 18 times 
per minute, with carefully measured periods of rest 
alternating with stimulation. The highest output 
intensity found necessary required a current as large as 
110 ma. The apparatus was similar to that used in 
electrotherapy, with a power supply of 230 volts, A.C. 

The infant was placed supine on the indifferent 
electrode covered by saline-soaked lint, and the active 
electrode, consisting of a silver-plated probe, also lint- 
covered, was applied to the neck just behind the 
junction of the middle and lower thirds of one sterno- 
mastoid muscle. Stimulation thus applied not only 
activated the ipsilateral diaphragm but also the 
abductors of the arm. This was considered an added 
advantage. It was more convenient to apply the 
current to one side only at one time, and to change 
from time to time to the other side. 

Preliminary trials with the stimulator in London 
were followed by better controlled investigations in 
Dublin hospitals. It was found that those infants with 
a severe degree of anoxia needed a stronger current to 
provoke a maximum response. A total number of 29 
infants are reported as treated, of which 25 recovered. 
Other treatment given involved clearing of the air 
passages and the administration of oxygen by various 
methods in different cases. The method of phrenic- 
nerve stimulation alone was tried, and the authors con- 
clude that the method is capable of expanding the 
lungs and has the advantage of avoiding the danger of 
pulmonary emphysema or gastric distension. Of 9 
severely asphyxiated babies treated, 4 died and 5 
survived. Three of the former had cerebral injuries 
incompatible with life, and the other had pulmonary 
haemorrhages and emboli. The remaining 20 infants 
treated were moderately or slightly asphyxiated only, 
and all reccyered. No injury by the method of treat- 
ment was noted, and in the 5 severely asphyxiated 
babies who survived no mental derangement has so far 
been observed. The authors conclude that it is prac- 
ticable and safe to perform artificial respiration by the 
application of an active electrode to the neck over the 
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site of the phrenic nerve, and that the method is a 
promising one meriting further experiment. 


[The evidence supplied by this small series of cases 
is insufficient to inspire complete confidence in the 
efficacy of the method. Its main advantage may lie in 
the possibility of avoiding the dangers of positive- 
pressure methods of administering oxygen. A large 
series of controlled cases needs to be investigated.] 


Patrick Steptoe 


212. Respiration of Full Term and of Premature 
Infants. 


By H. J. and C. A. SMITH. 
Amer. J. Dis. Child., 80, 753-766, Nov. 1950. § figs.. 
29 refs. 

The authors, working in the Department of 
Pediatrics, Harvard Medical School, and the Labora- 
tory for Research on the Newborn, Boston Lying-in 
Hospital, employed an improved body plethysmograph 
which largely eliminated the inaccuracies of previous 
types of apparatus by an efficient method of sealing at 
the neck. The plethysmograph and its recording 
apparatus, which also incorporates improvements, are 
described in detail. 

Quantitative and qualitative records of respiration 
in 17 full-time and 17 premature infants (7 of the 
latter being observed on 2 separate occasions) were 
obtained by electric recording of pressure changes 
within the body plethysmograph, in which the infants 
were allowed to reach a full resting status. In full- 
time infants the average respiratory rate was 39 per 
minute and average minute volume 18.2 ml. per kg. 
body weight and 2,819 per sq. m. of body surface. 
In premature infants the average rate was 32.8 per 
minute and the average minute volume 225 ml. per kg. 
of body weight and 2.875 ml. per sq. m. of surface. 

The authors remark that the normal minute volume 
of the adult (3,500 ml. per sq. m.), when corrected for 
the greater heat production which occurs in adults, 
produced a rough figure of 2,569 ml. per sq. m. per 
minute. and thev point out that this is very near to their 
figures for ventilation of both premature and full-time 
infants. 

The relatively low respiratory rate of the premature 
infants may have resulted from the occurrence of 
periodic breathing, with definite apnoeic periods in 75 
per cent of the cases. E. R. Cole 


213. The Effect of Inhalation of High and Low 
Oxygen Concentrations on the Respiration of the New- 
born Infant. 

By K. W. Cross and P. Warner. J. Physiol., Lond.. 
114, 283-295. July 1951. 4 figs., 8 refs. 


214. Foetal Heart Sounds and Aspliyxia Neona- 
torum. (Fosterljud och fosterasfyxi.) 

By J. A. Apouins. Nord. Med., 45, 881-883, June 6. 
1951 9 refs. 
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215. A Clinical and Pathological Study of Bronchial 
Obstruction in Infancy. (Etude anatomo-clinique des 
embolies bronchiques du nourrisson.) 

By R. Desré, R. Grumpacn, and J. Caron. Sem. 
H6ép. Paris, 27, 1337-1344, Apr. 26, 1951. 10 figs., 
10 refs. 

The authors, working at the Clinique Médicale des 
Enfants, Paris, between January 1947 and May 1949, 
found 10 cases of bronchial obstruction in the course 
of 471 necropsies. The cause of the obstruction was 
amniotic fluid in 1 case, stomach contents in 7 cases, 
and a mixture of the two in 2 cases. In all cases the 
cause of death had been in doubt before necropsy and 
was confirmed by histological examination. 

In 6 cases rapid death had occurred; in the other 
4 cases the course had been more prolonged, but it was 
possible to fix the time of onset by the nature of the 
obstruction or by the history of an asphyxial attack. 
In 1 case old and recent obstructions co-existed, a 
finding which was taken to indicate the possibility of 
recovery. In each case it was established that the 
lesions described were in fact due to bronchial obstruc- 
tion, that the obstruction had occurred during life, 
and that it was the cause of death. It is suggested that 
sudden death may have been due to syncope, glottic 
spasm, or pulmonary oedema. Where the fatal termina- 
tion was delayed, haemorrhage and infection were 
prominent. Generalized vasodilatation was striking. 
In 1 case there was a terminal haematemesis, in 1 
meningeal haemorrhage (which was regarded as a 
result rather than a cause of the bronchial obstruction), 
and in 3 cases renal infarction. In all 4 cases in addi- 
tion to local pulmonary infection there was evidence of 
septicaemia. The obstruction usually occurred in the 
first 6 weeks of life. There was often a history of 
feeding difficulty and a tendency to vomit, in all cases 
associated with the introduction of artificial feeding. 
It is suggested that defective epiglottic closure and 
cough reflex were contributory factors. The accident 
usually occurred during sleep and was accompanied by 
severe apvrexial asphyxia. Postural drainage for half 
an hour followed by continuous oxvgen inhalation fas 
advocated by Dams in Britain] is recommended, with 
the addition of intravenous procaine and antibiotics. 

J. M. Alexander 


216. Long-term Prognosis in Prematurity. (I! destino 
lontano dell’immaturo.) 

By P. Brusa and P. Menont. Minerva pediat., 
Torino, 3. 218-224, Apr. 1951. Bibliography. 

Although the incidence of prematurity has not de- 
creased. the immediate survival rate of premature 
infants has improved and therefore it is important to 
assess whether the premature infant always remains 
delicate and prone to infectious diseases. The diffi- 
cuities inherent in a long-term follow-up of premature 
infants are pointed out. The literature is reviewed 
and an attempt is made to explain the diversity of 
views among different authors. By and large the prog- 
nosis improves with birth-weight, length of gestation, 
and body length at birth and is better for physical 


| 


4 
4 


126 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


than for mental development. The latter may be 
allected by the intracranial damage so often suffered 
by the premature infant. 

Prematurity is defined as a birth-weight of less than 
2.5 kg. Ihe authors present a follow-up of 216 male 
and 327 female premature infants seen between 1935 
and 1945 at the pediatric clinic of the University of 
Milan and at a municipal children’s hospital; 458 of the 
children were illegitimate and were born at the latter 
institution. The mortality among these was lower than 
that among the legitimate children, possibly because 
they alone received free medical assistance 

There were 43 deaths, all in patients under the age of 
8 years; (the 2 neonatal deaths which occurred in the 
municipal hospital are excluded from the survey); 80 
per cent of the deaths were in patients under the age 
of 2 years and the mortality rate was highest in bottle- 
fed babies, lowest in breast-fed children, and inter- 
mediate in those given mixed feeding. The causes of 
death are discussed for each age-group and the 
incidence of congenital disease and malformation is 
given. The main causes of death in the first 2 years 
were respiratory tract infection and diphtheria. These 
diseases gradually give way in higher age groups to 
the exanthemata, pertussis, and alimentary tract 
infections. 

A table showing the deviation of the weight and of 
the height of the premature infants from the normal 
is presented. Up to the ninth year of life the premature 
children are under normal weight; their height up to 
the ninth year approximates to the normal but there- 
after becomes less compared with the normal group. 
A moderate degree of mental backwardness was ob- 
served in 31, and imbecility in 3 children. Fourteen of 
the deaths occurred in children whose mothers had 
tuberculosis but who themselves were unaffected. The 
long-term prognosis in congenital syphilis is similar 
to that in other premature children. The mortality 
rate among premature infants tends to approximate 
that of full-time children after the third year of life. 

Ferdinand Hillman 


217. Indwelling Polyethylene Nasogastric Tube for 
Feeding Premature Infants. 

By S. Royce, C. Tepper. W. Warson, and R. Day. 
Pediatrics, 8, 79-81, July 1951. 2 refs. 


218. Post-Maturity (A study of 475 Cases). 
By B. H. Swueares. Proc. Alumni Ass. Edw. VII 
Coll. Med., 4, 45-53, Mar. 1951. 


219. Interstitial Plasma Cell Pneumonia in Infants. 
{In English.] 

By E. K. Anvenatnen, O. Somersato, and A. 
YuInen. Ann. Med. intern. fenn., 39, 222-239, 1950. 
4 fies. 20 refs 

On the basis of 51 cases the symptoms, pathogenesis, 
and treatment of interstitial plasma-cell pneumonia 
are reviewed. Among the cases there was 38 histo- 
logically typical and 6 atypical: 3 patients were not 
examined postmortem, and 4 survived. The disease was 
found both in premature and in full-time infants, but 


all the latter had some debilitating disease before the 
symptoms of pneumonia were observed. It was never 
found in full-time infants in good condition. 

All the patients fell ill between the third and sixth 
months of life. Death occurred before the sixth month, 
and in most cases before the fourth month of life. 
The principal symptoms were dyspnoea and tachy- 
pnoea, the patient appearing to suffocate. This accords 
with the necropsy finding that the lungs were airless 
and entirely invaded by an interstitial exudate contain- 
ing plasma cells, lymphocytes, and fibroblasts. 

The authors agree with the opinion that interstitial 
plasma-cell pneumonia is an infectious disease, and 
primarily a pneumonia. An attempt was made to cal- 
culate the incubation period on the basis of an epidemic 
in the Premature Ward of the Children’s Castle, 
Helsinki. The causative agent of interstitial plasma- 
cell pneumonia is not known; bacteriological investiga- 
tions gave negative results. 

In treatment the sulphonamides, penicillin, and 
streptomycin were without effect. Aureomycin, and 
especially chloramphenicol, may have some effect, but 
this is questionable and needs further experience 
before a final evaluation is made. 

The genesis of this peculiar disease is discussed. 
Renal lesions were revealed at necropsy almost without 
exception, and can therefore be considered as constant 
findings in interstitial plasma-cell pneumonia.—{From 
the authors’ summary.] 


220. The Virus Aetiology of Interstitial Pneumonia 
in Infants. (Zur Virusitiologie der interstitiellen 
Sduglingspneumonie.) 

By S. SCHWENKENBECHER-HEIMENDAHL. Z. Kinder- 
heilk., 69, 463-478, 1951. 9 figs., 21 refs. 

During an epidemic of interstitial pneumonia which 
occurred in a children’s ward inclusion bodies were 
found in the epithelial cells of the throat in all the 21 
infants affected. They often appeared 2 to 8 weeks 
before the onset of the illness and had sometimes 
disappeared again when it was at its height. They were 
also found in lung tissue postmortem, but only when 
tissue was examined immediately after death. Seven- 
teen well-developed older infants also had inclusion 
bodies, either without clinical symptoms or with only 
mild catarrh and dyspepsia. Inclusion bodies were 
also demonstrated in 9 out of the 11 adult attendants 
of the patients. These had no symptoms or very mild 
ones, and probably acted as carriers. The presence of 
inclusion bodies is very suggestive of a virus aetiology. 
None was found in the infants in another, comparable 
ward. 

Premature, very young, and feeble older infants 
were most frequently and most severely involved. The 
immature lung reacts to the invader by a great pro- 
liferation of the interstitial lung tissue and of plasma 
cells. This effort at mending the damage done by the 
noxious agent has the effect of obliterating alveoli, 
causing consolidation, and thus aggravating instead of 
helping matters. The new tissue is in turn a good 
breeding ground for the virus. With increasing age of 
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the child this plastic primitive defence is replaced 
gradually by a humoral one, hence the rarity of the 
illness in older infants. In feeble children this humoral 
defence probably breaks down, and they revert to the 
more primitive type, a change which makes them more 
susceptible than their well-developed contemporaries. 
As one would expect, the young infants respond well to 
X-ray therapy. The epidemic was finally stopped by 
transferring the patients to wards where there were no 
premature babies. 

In the throat swabs there was a striking absence of 
bacteria and rarity of leucocytes. The inclusion bodies 
were structureless, and no elementary bodies were 
present. In the presence of inclusion bodies as well as 
in other features the illness showed great similarity to 
the virus pneumonia of young infants in Minneapolis 
described by Adams (J. Pediat., 1944, 25, 369). 

Marianna Clark 


221. Sacrococcygeal Teratomas in Infants and 
Children. A Report of 40 Cases. 

By G. E. Gross, H. W. Cratwortny, and I. A. 
MEeKER. Surg. Gynec. Obstet., 92, 341-354, Mar. 
1951. 11 figs., 14 refs. 

Forty cases of sacrococcygeal teratomata in infants 
and children have been studied: 32 were found in 
newborn babies, and 8 in children in later life, varying 
from 4 months to 5 years of age; 32 of the 40 were 
in females. The tumour masses varied in size from a 
small nodule in the sacral-buttock area to some which 
were nearly half the size of the baby. Those noted 
later in life were smaller and more deeply seated, or 
else they were largely hidden in front of the coccyx 
and sacrum. Surgery is strongly advocated regardless 
of the large size of the mass or the small size of the 
baby. Except in the rare event of metastasis, total 
resection of the coccyx together with the growth is 
recommended. 

The outlook is far better for sacrococcygeal terato- 
mata in the newborn than for those in older children. 
In the authors’ opinion, local recurrences do not imply 
an ultimate fatal issue, and further attempts at 
removal should be made. Examination of the spinal 
canal should be carried out in all instances of suspected 
regional recurrence. 

Of the 40 patients in the present series, 30 were 
operated upon and 26 have been apparently cured. 
There was one post-operative death. In 2 cases it was 
necessary to perform the resection in two stages, a 
laparotomy being carried out in each 2 weeks after the 
sacral operation. There were 7 local recurrences from 
9 months to 3 years later; 5 patients were re-operated 
upon, 3 apparently being cured and 2 dying of 
metastases. Of the total of 40 patients, 29 are now 
apparently free from the disease. It is concluded that 
if prompt and adequate surgical removal is undertaken, 
most patients, especially babies, can be cured. 

[This is a scholarly account, lavishly illustrated. The 
clinical and pathological features of these rare 
anomalies and details of operative technique are 
included.] Harold C. Edwards 
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22. Third Ventriculostomy in Treatment of Ob- 
structive Hydrocephalus in Children. 

By H.C. Voris. Arch. Neurol. Psychiat., Chicago, 
65,-265-271, Mar. 1951. 3 figs., 10 refs. 

The author discusses the aetiology of hydrocephalus 
in infants. In investigating hydrocephalus in individual 
Cases it is considered that in the presence of a meningo- 
myelocele the cause can be assumed to be the Arnold- 
Chiari malformation. In other cases a subdural tap 
is first carried out to exclude subdural haemotoma as 
the cause of enlargement of the head. If this is 
negative a dye test is performed to determine whether 
the’hydrocephalus is communicating or non-communi- 
cating, the latter being twice as common as the former. 
Ventriculography is then considered necessary to 
determine the site of the obstruction in cases of non- 
communicating hydrocephalus. In cases in which the 
causative lesion is the Arnold-Chiari malformation the 
author has found that suboccipital decompression is 
associated with a high mortality and fails to give last- 
ing relief of symptoms. He has therefore carried out a 
third ventriculostomy of the type described by Dandy 
in 10 cases. The results over a follow-up period of 6 
months to 4 years have been very satisfactory. 

J. E. A. O'Connell 


223. Incidence of Mongolism and its Diagnosis in 
the Newborn. 

By C. Carrer and D. MacCartny. Brit. J. soc. 
Med., $, 83-90, Apr. 1951. 18 figs., 8 refs. 

The incidence of diagnosed mongolism among the 
infants born during the last few years in 12 maternity 
hospitals and units in London and the Home Counties 
was 1.5 per 1,000, or 1 in every 666. (The larger figure 
is the number of deliveries and not of children born.) 
The relation of mongolism to maternal age was studied. 
Mongols are rarely born to mothers under 25 years of 
age—less than 0.3 per 1,000—but the incidence 
increases with increasing maternal age, and among 
women of 40 to 45 years there is an incidence of 14.2 
per 1,000, and among those above 45, 26.3 per 1,000. 
The incidence for the whole population is 1 in 620 
deliveries, but as all cases of mongolism are not 
diagnosed in infancy the true rate will be somewhat 
higher. 

An outline of the points found in the diagnosis of 
mongolism is given. The most important is the general 
appearance of the patient. The face is expressionless 
with coarse features. Consideration of individual 
features is of less value. but helps to establish diagnosis. 
However, the slant of the eyes and the protruding 
tongue are usually found. E. H. Johnson 


224. A Study of the Association of Factors of Preg- 
nancy and Parturition with the Development of 
Cerebral Palsy. A Preliminary Report. 

By A. M. Littenrecp and E. Parxnurst. Amer. J. 
Hyg., 53, 262-282, May 1951. 2 figs., 14 refs. 

An attempt has been made to elucidate by the 
statistical method the relation of complications of 
pregnancy and parturition, of operative procedures, 
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prematurity, and birth order distribution to the develop- 
ment of cerebral palsy. A series of 561 cases of 
cerebral palsy in babies born between 1940 and 1947 
was collected from the case index of the Crippled 
Children’s Program maintained by the New York 
State Department of Health. Since 1940, physicians 
have entered on the birth certificates various factors 
relating to pregnancy and parturition: these are the 
sources of the information used in this study. 

I'he percentage of each of the complications of preg- 
nancy and parturition (11 were used) was significantly 
higher in the cerebral-palsy group than in the surviving 
living-birth group. That there are no such compli- 
cations in the history of a large percentage (62.2) of 
cerebral-palsy cases is explained by Rh incompatibility, 
post-natal factors, unrecorded or misdiagnosed infor- 
mation, and hereditary factors. It is of interest to note 
that such complications as placenta praevia and pre- 
mature separation of the placenta, which are more 
prone to produce anoxia, are more closely associated 
with cerebral palsy than are such conditions as dystocia 
and abnormalities of the bony pelvis, which are more 
prone to produce mechanical trauma. Whereas the 
percentage distribution of complications was similar in 
the cerebral-palsy group and the infant-loss group 
(stillbirth and neonatal! deaths), there were three excep- 
tions: premature separation of the placenta, complica- 
tions of the umbilical cord, and toxaemia of pregnancy. 
The two former are more often associated with infant 
loss, probably because they do more lethal damage; 
the latter, which probably produces sublethal effects, 
is more often associated with cerebral palsy. Although 
the frequency of various operative procedures is 
higher among the cerebral-palsy cases than in the total 
birth group, consideration of the associations of the 
no-complication group shows the differences to 
diminish to some extent. No final conclusions could 
be drawn from that factor group. 

Prematurity and cerebral palsy have been associated 
by many workers, and this is again confirmed. It is 
shown that this association is independent of whether 
or not the prematurity is the result of a complication 
of pregnancy or parturition. The order of birth and 
age of the mother in the cerebral-palsy group showed 
a similarity to the pattern of the association existing 
with the combined infant loss 

From this study there appears to be a definite rela- 
tionship of various conditions associated with child- 
bearing to the subsequent development of cerebral 
palsy, although the source of the material imposes 
certain limitations on its interpretation. As further 
elucidation of this very important subject might result 
in programmes that effected a diminution in “ repro- 
ductive wastage“ a new scheme was introduced in 
New York State in January 1950 for the mandatory 
reporting of cerebral palsy. It is hoped that this will 
provide material for a more extensive and more 
detailed analysis David Morris 


225. Epidemic of Aniline Methaemoglobinaemia in 
Newborn Babies. 
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By B. E. Howartu. Lancet, 1, 934-935, Apr. 28, 
1951. 4 refs. 

Within a 12-hour period 23 babies in one hospital 
had become blue. The cyanosis failed to respond to 
oxygen therapy and was not accompanied by other 
untoward signs and symptoms. The cause of the 
cyanosis was the use of new napkins, recently marked 
with marking-ink, before these had been laundered. 
The marking-ink contained aniline black dissolved in 
aniline. Blood from the most severely affected babies 
showed methaemoglobin absorption bands on spectro- 
scopy. Intravenous methylene blue rapidly relieved the 
cyanosis in one group, while another group treated 
with ascorbic acid, and a control untreated group, 
recovered more slowly. Specimens of urine collected 
24 hours after the outbreak contained p-amidophenol, 
a breakdown product of aniline. 

Geoffrey McComas 


226. Cyanosis in Infancy from Nitrates in Drinking- 
water. 

By M. C. Ewino and R. M. Mayon-Wuire. Lancet, 
1, 931-934, Apr. 28, 1951. 18 refs. 

Two cases of methaemoglobinaemia are described; 
both were in young babies who were artificially fed 
with water from shallow wells. Analysis of the water 
in each case showed heavy pollution and a high con- 
centration of nitrates. One child died in the ambulance 
before reaching hospital, and the other was cured by 
an exchange transfusion of 350 ml. of packed cells. 
Young infants have achlorhydria and coliform organ- 
isms in the upper part of the intestinal tract. Nitrates 
in drinking-water are reduced by these organisms to 
nitrites; the nitrite is absorbed and oxidizes haemo- 
globin to methaemoglobin. 

The current literature from North America and the 
Netherlands is discussed. The intravenous injection of 
methylene blue, 1 or 2 mg. per kg. of body weight, is 
considered to be the treatment of choice. 

Geoffrey McComas 


227. Haemolytic Disease of Newborn due to Im- 
mune Anti-A Agglutinin. 

By A. Zourenpyk and A. Browo. Brit. med. J., 1, 
1357-1358, June 16, 1951. 6 refs. 

A woman who had aborted at 14 weeks in her first 
pregnancy was found during the second pregnancy to 
be group O Rh positive with an anti-A titre of 1 in 
10,000 at 37°C., whereas the anti-B titre was within 
normal limits. The husband's blood was group A and 
of the same rhesus genotype as that of his wife. The 
woman went into labour at 31 weeks, and although 
the foetal heart had been heard 24 hours previously a 
stillbirth resulted. The cord blood was group A and 
gave a strong positive direct Coombs’ reaction. The 
maternal serum agglutinated the baby’s cells to a titre 
of 1 in 20,000 in saline and 1 in 50,000 in serum, the 
anti-B titre remaining unchanged. No irregular iso- 
agglutinins could be found in the maternal serum by 
any of the known techniques. Six months after 
delivery the woman's anti-A titre had fallen to 1 in 
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1,000. About 1 year later she became pregnant again. 
During this pregnancy the anti-A titre fell and then 
remained steady at 1 in 500, and she gave birth to a 
normal group O child. 

The authors consider that the stillbirth resulted from 
immunization of the mother to the A antigen carried 
by the foetus, and they emphasize the importance of 
considering ABO incompatibility in haemolytic disease 
of the newborn and in every case with a suspicious 
obstetric history. 1. Dunsford 


228. The Placenta in Disease of the 
Newborn. (Aspetti della placenta nella malattia emoli- 
tica del neonato.) 

By M. Reperti and G. Pescetro. Minerva ginec., 
3, 383-387, Aug. 1951. 7 figs., 22 refs. 


229. Eclampsia Neonatorum and 
(Eclampsia neonatorum und Erythroblastose.) 

By H. Heperer. Z. Geburtsh. Gyndk., 134, 268-273, 
1951. 7 refs. 


230. Differences in Rh Status in Binovular Twins of 
the Same Sex. (Verschiedenheiten im Rh-Verhalten bei 
zweieiigen gleichgeschlechtlichen Zwillingen.) 


By H. Haue. Zbl. Gyndk., 73, 219-222, 1951. 7 
refs. 


231. Am attempt at Prophylaxis in Haemorrhagic 
Disease of the Newborn. (Essai de prophylaxie du mal 
hemolytique peri-natal.) 

By A. Eyquem, J. Courtois, and Y. Cutor. Bull. 
Soc. méd. Paris, 155, 123-127, May 25, 1951. 


232. Bacceriological Aspects of Gastroenteritis in 
Infants. 

By R. Musuin. Aust. J. exp. Biol. med. Sci., 28, 
493-508, Sept. 1950. 48 refs. 


The author describes a bacteriological survey, cover- 
ing 22 consecutive months, of cases of gastro-enteritis 
in a children’s hospital in Melbourne. In addition to 
the common pathogens of Salmonella and Shigella 
species being isolated, the possible role of other Gram- 
negative non-lactose-fermenting and __late-lactose- 
fermenting bacilli in infantile gastro-enteritis was in- 
vestigated; at the same time the faeces of normal 
children were examined for the occurrence of these 
species. 

The clinical group consisted of 470 children who 
were admitted with primary gastro-enteritis or who had 
contracted the disease in hospital; the great majority 
of children in this group were less than 1 year old. 
The control group contained 115 children of similar 
age. All faecal specimens were preserved in 30 per 
cent glycerol saline and then plated out on appropriate 
selective media such as MacConkey agar, desoxychol- 
ate agar, “ SS” medium, or tetrathionate broth. Gram- 
negative non- and late-lactose-fermenting bacilli were 
recovered from 66 per cent of stools from cases of 
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gastro-enteritis and 38 per cent of normal stools. 
Recognized pathogens such as Shigella sonnei and Sal- 
monella species constituted 24 per cent of the bacteria 
isolated from gastro-enteritic patients’ stools. Mucus 
was freely observed in both normal and abnormal 
stools, so that its presence in such cases is of no diag- 
nostic value. 


Proteus was isolated from 40 per cent of abnormal 
stools and 26 per cent of normal stools, the best 
medium for this species being the “SS”. In all, 217 
Strains were isolated, of which P. mirabilis predomin- 
ated in both normal and abnormal cases. P. morganii 
was recovered more frequently from normal than from 
abnormal stools, the reverse being true for P. mira- 
bilis and P. vulgaris. Direct plating of faeces from 
norma! breast-fed babies on to MacConkey or SS 
medium yielded little growth of Proteus, but in ab- 
normal stools there were usually many more Proteus 
than coliform bacilli. Hence recovery of small 
numbers of Proteus may be of no pathological signi- 
ficance, but the presence of a relative abundance of 
this species probably indicates some intestinal distur- 
bance. 

The second most frequently isolated organisms were 
of the paracolon group, 24 per cent being recovered 
from the clinical material and 18 per cent from normal 
cases. Paracolobactrum coliforme Type I was the 
dominant strain. Again the pathological significance 
of these organisms is largely determined by their 
relative abundance. 

Strains of Salmonella were isolated from 21.1 per 
cent of clinical cases, and included Salm. derby (64 
per cent), Salm. typhi-murium (23 per cent), as well 
as the rare Salm. worthington and Salm. oregon in 
isolated cases. Infection with Shigella, was mainly 
due to Sh. sonnei. All Shigella strains were recovered 
from the less selective media, on which two distinct 
types of colony were observed: one type showed an 
undulating edge and the other an entire edge, only 
organisms from the former type of colony being 
agglutinable by standard diagnostic sera. [This is an 
observation of considerable diagnostic importance.] 
An antiserum prepared against the entire-edged type 
gave titres of 1 in 640 against the homologous 
organisms and of 1 in 5,000 against the undulate- 
edged type. Three strains of Sh. dispar were isolated 
and also one atypical non it fermenting strain. 
Other miscellaneous strains of interest included 
Pseudomonas pyocyanea from 7 cases, Bacterium 
alcaligenes faecalis from 1 case, and Klebsiella pneu- 
moniae isolated from 2 cases in pure culture. 

J. F. McCrea 


233. The Clinical Features, Epidemiology, and 
Therapy of Infection with Salmonella typhimurium 
in Infancy. (Zur Klinik, Epidemiologie und Therapie 
der Salmonella typhi murium-Infektion im Séugling- 
salter.) 

By G. Fiituinc and O. Ernst. Z. Kinderheilk., 69, 
412-430, 1951. 4 figs.. 30 refs. 
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In adults infection with Salmonella typhimurium re- 
sults usually in a harmless gastro-enteritis. In infants 
the illness often assumes a more invasive form with 
generalized sepsis and a high death rate. This paper 
records an epidemic of Salm. typhimurium infection 
which occurred in a children’s ward in 17 infants, all 
under 18 months of age. The illness was severe or 
moderately severe in most of the young infants, but in 
3 under 6 months it was almost symptomless, and in a 
newborn baby the diagnosis was made only on sero- 
logical grounds. There was a greater number of severe 
cases among children who had recently been treated 
with streptomycin than among those who had not, 
which may indicate a disturbance of the normal intes- 
tinal symbiosis, giving greater scope to Salm. typhi- 
murium. There was 1 fatal case. 

Ihe illness always began suddenly, and the main 
feature was a high temperature, although this was 
often absent in the relapses. Frequently thin, evil- 
smelling stools always contained much mucus, but not 
always blood. In some cases bloody stools were found 
only in the relapses, which occurred in most patients, 
and, where they were repeated, showed a definite 7- to 
10-day rhythm. In 3 cases there was a severe general- 
ized toxicosis in which capillary damage manifesting 
itself in a cyanotic cutis marmorata was particularly 
striking. The Widal reaction for Salm. typhimurium 
was positive in almost all cases: even the youngest 
infants had evidence of antibody formation. Eosino- 
philia and a high leucocytosis with relative lympho- 
cytosis were nearly always present. In 11 cases the 
causative organism was isolated from the stool. In 
2 cases it was still being excreted 2 to 3 months after 
the onset of the illness, in the rest it disappeared after 
2 weeks or less. 

The sulphonamide drugs were found to be useless in 
treatment, and penicillin and streptomycin of doubtful 
value. Aureomycin was extremely effective and 
chloramphenicol stopped the excretion of bacilli in the 
2 cases in which it had continued for 2 or 3 months. 
The child which died had had only sulphonamides and 
penicillin 

Infection was probably conveyed by a saccharin 
solution which was used in the preparation of the 
infants’ food, and was prepared in a dispensary where 
there was a worker with a 1 : 320 agglutination titre 
against Salm. typhimurium Marianna Clark 


234. The House-fly as the Chief Factor Responsible 
for Infant Mortality from Gastro-intestinal Disease. 
(La mosca domestica principale responsabile della mor- 
talita’infantile per malattie gastroenteriche.) 

By S. Corso. Riv. Parassit., 12, 37-45, Jan. 1951. 

fies.. 6 refs 

The author compares the infant mortality rates from 
gastro-intestinal diseaies in two areas of Latina: in 
Zone A, where insecticides have been used against the 
mosquito; and in Zone B, which has not been sprayed 
until recently. The following table shows the figures 
obtained 


Infant Mortality 


(per 1,000 live 
Year Zone Insecticide births) 
1945 A None 31.33 
B None 17.79 
1946 A DDT 7.74 
B None 11.71 
1947 A DDI 18.00 
B None 12.18 
1948 A  DDT-+ Octachlor 11.59 
B None 13.27 
1949 A DDT + Octachlor 3.36 
B None 11.40 
1950 A DDT + Octachlor 8.10 
B DDT + Octachlor 5.16 


The striking fall in mortality in Zone A in 1946 and 
1949 and in Zone B in 1950 is believed to be due largely 
to the disappearance of flies; the rise in Zone A in 1947 
in spite of DDT is attributed to the occurrence of DDT 
resistance. An increase in morbidity rates from gastro- 
intestinal disease in certain selected areas also coincided 
with increases in the number of flies in those areas. 

A. Paton 


235. An Epidemic of Diarrhea among Breast-fed 
Newborn Infants. 

By M. E. Weoman. J. Amer. med. Ass., 145, 962- 
965, Mar. 31, 1951. 2 figs., 9 refs. 


An epidemic of infantile diarrhoea occurred in the 
Charity Hospital, New Orleans, over a period of 18 
days. Of 367 newborn infants exposed, both negro and 
white, 30 had profuse watery diarrhoea, the cases 
varying in severity from mild dehydration to severe 
acidosis, with a maximum duration of 10 days. No 
blood or pus was seen in the stools and there were no 
fatalities. The attack rates among whites were 16.7 
per cent for breast-fed and 3.7 for bottle-fed infants; 
among negroes, 13.7 for breast-fed and ni/ for bottle- 
fed. 

Bacteriological examination of rectal swabs from sick 
infants, all mothers, all nurses, and physicians were 
negative. Three cases of diarrhoea had occurred among 
attendants in the previous 3 weeks. As routine pre- 
nursing cleansing of nipples with sterile cotton-wool 
pledgets soaked in boric acid was in use, cultures were 
taken from the jars containing these: 4 were sterile, 
one yielded Staphylococcus aureus and one Staph. 
albus, neither coagulase-positive. In view of this, the 
cleansing was discontinued and no further cases occur- 
red. Although there is no evidence that the organisms 
found in the jars were responsible, they indicate a 
possible vector. 

It is stressed that all such epidemics require indi- 
vidual investigation, and that there should be frequent 
re-evaluation of techniques used in hospital services 
for the newborn Margaret Puxon 
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236. The Treatment of Gastro-enteritis with Sulph- 
onamides and Antibiotics given by Mouth. (La terapia 
delle gastroenteriti con sulfamidici ed antibiotici per 
via orale.) 


By G. CoLomBo. Minerva pediat., Torino, 3, 159 
168, Mar. 1951. Bibliography. 


There are as many ways of treating infantile gastro- 
enteritis as there are views on its aetiology. The 
diversity both in treatment and in clinical material 
makes it difficult to examine critically a particular form 
of therapy, and this is especially so in the case of sul- 
phonamides and antibiotics, where dosage and method 
of administration are by no means standardized. 


After a detailed review of published work, the author 
analyses 117 cases of infantile gastro-enteritis seen at 
the Infant's Hospital of Turin during the years 1945-50. 
The incidence is similar to that noted by other writers, 
and there is no reason to suspect any difference in 
severity. During 1945 and 1946 43 babies were treated 
with various sulphonamide drugs, and the over-all 
mortality, during treatment and at a later date, was 
88.4 per cent—a very high figure. The type of sul- 
phonamide used was immaterial and 11 relapses were 
noted. The author believes that babies treated with 
sulphonamides in the pre-war period did better than 
those in the present group, suggesting either the 
development of resistance or a change in the infecting 
organism. 


A total of 55 patients received penicillin, and of 
these 36.5 per cent died—a remarkable reduction in 
mortality. Detailed analysis brings to light some inter- 
esting facts. A large proportion of deaths occurred 
in 1947, when penicillin was scarce and therefore 
reserved for the severer cases, was given intramuscu- 
larly, probably in inadequate doses, and was often 
preceded by sulphonamides. [Early treatment is 
essential; and there is a notable difference in mortality 
in infants receiving penicillin intramuscularly (58.3 per 
cent) as opposed to orally (19.3 per cent). Occasional 
cases, however, respond better to the former, especially 
those in whom there is a demonstrable focus of in- 
fection. The optimum dose of penicillin is 4,000 to 
5,000 units per kg. every 3 hours and mixed with the 
feed. Relapses will often respond to a further course 
of the drug. 


Streptomycin was given in daily doses of 65 to 160 
mg. per kg. for 5 to 8 days: 15 patients only were 
treated, of whom 7 died, and the impression is that 
streptomycin is neither as successful nor as rapid in 
its action as penicillin. The 4 babies given chloram- 
phenicol, 2 of them seriously ill, all recovered with 
doses of 95 to 190 mg. per kg. daily, but no con- 
clusions can be drawn. 

[This paper should be read in the original. The 
author's inference that antibiotics provide the general 
practitioner with a safe method of treating this 
disease would not vet appear justifiable.] 

A. Paton 
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237. The Treatment of Infantile Diarrhea with a 
New Combination of Antibiotics. 

By E. R. Kapison and M. P. Borovsky. J. Pediat., 
38, 576-589, May, 1951. 22 refs. 

In this paper are reported the results in infantile 
diarrhoea with a new drug, “ neobacin”. Neobacin is 
a combination of two recently discovered antibiotics : 
neomycin, said to be effective against Gram-negative 
bacteria, Mycobacterium tuberculosis, and Entamoeba 
histolytica; and bacitracin, effective against Gram- 
positive bacteria, a few larger viruses, and FE. histo- 
lytica. These two antibiotics were usually given com- 
bined in tablet form, each containing 10,000 units of 
neomycin and 2,000 units of bacitracin. 

In this study 53 infants under 1 year of age were 
under observation and treatment; one-half of them 
were “ scriously ill”. Thirty-two were at first treated 
with sulphadiazine, streptomycin, and procaine-penicil- 
lin, given alone or in combination: of these, 23 did not 
do well and were put on neobacin treatment; 21 infants 
were treated on neobacin alone. In all cases the stools 
were examined for pathogenic bacteria and protozoa. 
In 24 the stools were negative for pathogens. There 
were 9 cases of E. histolytica infection, but no cases of 
bacillary dysentery. Virus studies of the stools were not 
carried out. The findings, treatment, and results in all 
53 infants are set out in five tables, and the authors 
conclude that the neobacin-treated groups showed a 
significant reduction in the duration of diarrhoea as 
compared with the cases treated with sulphadiazine, 
streptomycin, and penicillin. Further, there was no 
recurrence of diarrhoea in the infants treated with 
neobacin. Charles McNeil 


238. Care, Feeding, and Fate of Premature and Full 
Term Infants Born of Tuberculous Mothers. 

By B. Ratner, A. E. Rostier, and P. S. SaLGapo. 
Amer. J. Dis. Child., 81, 471-482, Apr. 1951. 22 refs. 

From their study of 55 infants born of tuberculous 
mothers between 1943 and 1945 at the Sea View Hos- 
pital, New York, the authors confirm the work of 
Debré and LeLong in 1925, which showed that the 
causes of death of such infants are not hereditary or 
constitutional factors, but imperfect artificial feeding 
and poor standards of care. In a series of 260 births 
between 1933 and 1945 no case of congenital tuber- 
culosis occurred. The authors give details of the 
methods of feeding both full-time and premature 
infants, the methods being founded upon the adminis- 
tration of evaporated milk, maltose, and dextrin, with 
added protein in the form of calcium caseinate where 
necessary, and vitamins C, A, and D. 

It is emphasized that tuberculosis does not develop 
in these infants if they are removed from contact with 
their tuberculous parents: one infant did develop 
tuberculosis, but it was in contact with its mother: 
separation is essential. Tuberculosis in the mother 
tends to be associated with prematurity of the infant, 
due not to the tuberculosis itself but to the disturbed 
metabolism of the mother. No case of transplacental 
tuberculosis in the infants born of tuberculous mothers 
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occurred in this series, although 17.6 per cent of the 


mothers died of advanced tuberculosis shortly after 
delivery John Sumner 


239. Herpetic Encephalitis of the Newborn. (Ence- 
phaiite herpétique du nouveau-ne.) 

By E. Wiupt Rev. Neurol., 84, 201-229, Mar. 1951 
17 figs., 32 refs. 

The author states that this is only the fifth case of 
herpatic encephalitis to be published in which the 
diagnosis was confirmed by histopathological studies, 
animal inoculation, and culture of the virus. The 
clinical diagnosis was made in the unusual circum- 
stances of the infection of a newborn infant during 
delivery from vulval herpes simplex infection in the 
mother. The other 4 confirmed cases are briefly re- 
viewed, together with some reports in which complete 
data are lacking. 

In the author's case the mother developed herpes 
simplex of the vulva during the fifth month of preg- 
nancy and at the time of delivery there was a recurrence 
of vulval herpetic vesicles. Six days after the birth the 
infant developed herpetic vesicles on the scalp, and 
during the next few days a generalized herpetic erup- 
tion of the skin, with lesions on the soft palate and 
conjunctivae. Eleven days after delivery signs of 
meningoencephalitis appeared, with convulsions, and 
the child died 14 days after birth. Two specimens of 
cerebrospinal fluid were obtained. The first, obtained 
4 days before death, was under a pressure of 70 mm. 
H_©. faintly yellow, and contained 185 cells per c.mm.. 
mainly mononuclears. The protein content was 150 
mg. per 100 ml. A second lumbar puncture the day 
before death showed a pressure of 120 mm. H.O and 
a faintly haemorrhagic fluid with 82 leucocytes per 
¢mm., protein content was 100 mg. per 100 ml., and 
chloride content 680 mg. per 100 ml. 

Herpetic keratitis was produced in a rabbit and a 
guinea-pig by conjunctival inoculation of fluid from a 
vesicle, but no encephalitic symptoms were produced. 
The chorio-allantoic membranes of chicken embryos 
were inoculated with the vesicular fluid, but with the 
fluid alone no lesions were produced. When a piece 
of foetal human brain was grafted on to the chorio- 
allantoic membrane, abundant intranuclear inclusion 
bodies were produced in this piece of brain and in the 
neighbouring membrane. 

Ihe histopathological study of the brain is reported 
in great detail. The most intense changes were found 
in the uncal and hippocampal regions of both sides, 
and these were visible macroscopically. The micro- 
scopic changes were of two types, first a non-specific 
inflammatory reaction throughout the brain, without 
inclusion bodies, consisting of scattered nodules of 
tigrolytic ganglion cells surrounded by active micro- 
glial proliferation, perivascular cuffing, and localized 
meningeal reaction. The second, more specific, lesions 
with eosinophil intranuclear inclusions in the ganglion 
cells, were extremely intense in the rhinencephalon 

J. MacD. Holmes 
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240. Anesthesia for Infants and Children. The Non- 
rebreathing Technic. 

By H. M. Sater and C. R. Sreptien. Arch. Surg., 
Chicago, 62, 251-259, Feb. 1951. 6 figs., 4 refs. 


Open-drop ether has been satisfactory in the past in 
paediatric anaesthesia. For head and neck surgery and 
thoracic work something more is needed. An absolutely 
patent airway is essential, the anaesthetist must be able 
to shift his position, and there must be a minimum of 
dead space. 

Ether has a wide margin of safety, but used as the 
sole agent in children it produces metabolic disturban- 
ces. Liver function is impaired, glycogenolysis is in- 
creased, the blood sugar and cholesterol levels are 
elevated, haemoconcentration appears, excessive pro- 
duction of lactic acid tends toward a metabolic 
acidosis, and kidney function diminishes. 

Balanced anaesthesia is much used in adults and 
would be beneficial to children, but the ordinary gas 
machine has too much resistance to respiration for 
young children. It is also difficult to eliminate dead 
space. 

A simple valve is described which permits the use of 
an orotracheal non-rebreathing technique. The valve 
flaps possess little resistance and can be easily removed 
for cleaning. The dead space in the valve box is only 
10 ml. A breathing bag is attached but there is no 
rebreathing. Controlled respiration can be carried out. 

The method has been used in 2,026 children of all 
ages. Four charts are shown of prolonged anaesthesia 
in serious cases by this method. One of the patients 
was a 24-year old boy weighing only 21 Ib. (9.5 kg.). He 
was extremely ill with acute intestinal obstruction. A 
bowel resection lasting 44 hours was carried out with 
uneventful recovery—a severe test of the method. 

There were 4 deaths in the series, one of them due 
to the anaesthetic. W. Stanley Sykes 


241. Nutritional Deficiencies, Diseases and Poor 
Social Conditions during Pregnancy as the Cause of 
Neonatal Mortality and Ulness during the First Year 
of Life. [In English.] 

By G. GYLLENSWaARD. Acta paediat., Stockh., 4, 
285-301, July 1951. 11 refs. 


MATERNAL MORBIDITY, 
MORTALITY 


242. Trauma to the Pubic Symphysis due to Preg- 
nancy and Labour. (Die Schddigung der Symphyse 
durch Schwangerschaft und Geburt.) 

By W. Cyran. Med. Welt., 20, 810-811, June 16, 


1951. 2 refs. 


243. Post-partum Myxoedema and Simmonds’s 
Disease. (Postpartuales Myxédem und Simmondssche 
Krankheit.) 

By A. SCHUPBACH. 
613. June 30, 1951 


Schweiz. med. Wschr., 81, 610- 
3 figs., 6 refs. 
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244. Maternal Deaths in New York City During 
1948 and 1949. 

By J. B. Faison. J. Amer. med. Ass., 146, 1393- 
1397, Aug. 11, 1951. 9 refs. 


245. Maternal Death in the Rural South. A Study 
of Forty-Seven Consecutive Cases. 

By J. H. Fercuson. J. Amer. med. Ass., 146, 1388- 
1393, Aug. 11, 1951. 1 ref. 


OBSTETRIC OPERATIONS 


246. The Value of Antibiotics in Obstetrical Sur- 
gery. (La importancia del uso de los antibiotics en 
cirugia obstétrica.) 

By M. Luts Pérez. Obstet. Ginec. lat.-amer., 8, 
513-531, Nov.-Dec., 1950. Bibliography. 


247. The Median Episiotomy. Its Technic and a 
Review of 1,500 Consecutive Cases. 

By S. H. Smirn. West. J. Surg. Obstet. Gynec., 59, 
102-109. Mar. 1951. 7 figs., 12 refs. 

After reviewing the history of median episiotomy the 
author describes his technique for this operation. Seven 
illustrations show in detail the incision and its sub- 
sequent repair. It is necessary to perform the episi- 
otomy before the head is crowned, thereby preventing 
damage to the underlying fascia and also reducing the 
risk of a third-degree laceration. The incision should 
be made in the exact midline of the perineum “ severing 
the tissue with nibbling snips ” with the scissors. After 
the third stage is completed a Gelpe retractor is used to 
ensure good exposure. Number 00 or 000 chromic cat- 
gut is employed; the sutures in the vaginal mucosa must 
include the underlying fascia to prevent its retraction 
and therefore subsequent relaxation of the posterior 
vaginal wall. A subcuticular stitch for the skin of the 
perineum is used. In a third-degree laceration it is not 
necessary to suture the sphincter, but only the fascia 
surrounding the muscle. Early ambulation in all cases 
is prescribed. 

The author reviews 1,500 cases of median episiotomy 
performed at the Mercy Hospital in San Diego; this 
number represents 54 per cent of the total deliveries. 
Third degree lacerations occurred in 28 instances 
(1.86 per cent); all healed by first intention. The 
average stay in hospital was 4.9 days. 

Jean R. C. Burton-Brown 


248. A Librarian Looks at Caesarean Section. 
By M. P. Rucker and E. M. Rucker. Bull. Hist. 
Med., 25, 132-148, Mar.-Apr. 1951. Bibliography. 
This article is a general historical review of Caesa- 
rean section from the mythical births of Aeculapius 
and Bacchus to modern hospital practice. Caesarean 
section after death of the mother is discussed, and this 
is followed by “ primitive Caesarean section ”, “ self- 
inflicted sections”, and accidental sections of the 
cattle-horn type Operations performed during the 
“ surgical epoch”. as the authors call it, are noted in 
some detail from the point of view of technique, 
indications, geographical distribution and, of course, 
1* 
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mortality rates. Alternatives such as symphysiotomy, 
pubiotomy, and induction of premature labour are 
discussed, as well as the evolution of suturing the 
wound. Bacterial knowledge and effective haemostatic 
techniques caused profound changes in the approach 
to the operation, and mention of these leads to Porro’s 
first Caesarean hysterectomy in 1876. Next comes a 
description of the different schools of thought as to the 
extraperitoneal approach and the exclusion method. 
Indications for the operation, preparation of the 
patient, and problems of anaesthesia complete this 
competent article. Calvin P. B. Wells 


249. Some Indications for Caesarean Section before 
Term. (Apropos de quelques indications de césarienne 
avant terme.) 

By F. Lepace, A. Rosster, and A. GrRaNnjon. Gynéc. 
et Obstét., $0, 297-301, 1951. 


250. Caesarean Section in Foetal Erythroblastosis. 
(Kasuistischer Beitrag zur Schnittenbindung bei fetaler 
Erythroblastose.) 

By P. Grapierz. 
7 refs. 


Zbl. Gyndk., 73, 223-225, 1951. 


251. Intracranial in Caesarean Section 
and its Origin. (Intrakranielle Blutungen (i.Bl.) bei 
abdominaler Schnittenbindung und deren Ursachen.) 

By H. Bornscuein. Zhi. Gyndk., 73, 212-216, 1951. 
14 refs. 


252. Intestinal Atony After Caesarean Section. 
(Darmatonie nach Kaiserschnitt.) 


By R. Briu-. 
510-514, June 1951. 


Geburtsh. u. Frauenheilk., 
4 refs. 


253. An Assessment of Extraperitoneal Caesarean 
Section. 

By F. R. STANSFIELD and L. W. D. Drassce. Lancet, 
1, 74-76, Jan. 13, 1951. 21 refs. 

The problem of the infected obstetric case is discussed 
in detail, with particular reference to the use of extra- 
peritoneal Caesarean section, the alternative forms of 
treatment considered being sedation, oxytocics, cervical 
incision, craniotomy, transperitoneal Casearean section, 
and Caesarean hysterectomy, all of which are rejected 
as too dangerous to the mother and child. Extra- 
peritoneal section is considered preferable to a difficult 
vaginal operation and safer than transperitoneal section 
or hysterectomy. The authors’ technique is described, 
the main points being as follows: the bladder is not 
distended as this does not help; the paravesical fascia 
is incised laterally to facilitate dissection of the bladder; 
the “ trap-door ” incision of Waters gives good access 
to the uterine cavity; great care must be taken to avoid 
opening the peritoneum. 

A series of 52 cases fell into two groups: cases of 
uterine inertia, with actual or potential infection, and 
cases of disproportion in which there had been outside 
interference. There were no maternal deaths and no 
patient developed peritonitis. Puerperal pyrexia devel- 
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oped in 9 cases (17 per cent). Four foetuses died (7.6 
per cent) The only remote sequelae noted were 
incisional herniae in 2 cases. Seventeen patients have 
gone through 22 further pregnancies since operation, 
16 being spontaneously delivered of living infants, and 
6 being subjected to further Caesarean section. All 
scars seen at subsequent operation were sound. It is 
considered that this operation should be included in 
the armamentarium of every obstetrician 
Josephine Barnes 


254. ketal Mortality in Caesarean Section. 

By RK. LANDESMAN. Amer. J. Obstet. Gynec., @1. 
557.564, Mar. 1951. 1 fig., 12 refs. 

The author reviews the causes of foetal death and 
the indications for operation in Caesarean sections 
performed at the New York Lying-in Hospital for the 
period from 1933 to 1949. Foetal mortality includes 
dead births, stillbirths, and neonatal deaths. A total 
of 1,834 Caesarean sections were performed with 140 
infant deaths (7.6 per cent), and in 164 cases resulted 
in the birth of a premature infant (weight 1,500 to 
2,499 g.), with 31.7 per cent foetal mortality. The 
number of Caesarean sections has increased in the 
last 5 years, but the foetal death rate in Caesarean 
section ts still 24 times greater than in the hospital as 
a whole 

The main causes of foetal death were found to be 
(a) asphyxia due to premature separation of the 
placenta; (») foetal defects, such as erythroblastosis; 
and (c) prematurity. The foetal mortality was then 
related to the indications for operation. It was found 
that the highest foetal mortality occurred in the follow- 
ing groups: (a) premature separation of the placenta 
(SO per cent): (+) rupture of the uterus (50 per cent) 
For these the toetal mortality was no less in the last 
5 years than previously 

In the cases of Caesarean section performed for pro- 
longed labour, placenta praevia, and toxaemia, the 
foetal mortality has been somewhat reduced (in the 
case of placenta praevia from 10 per cent in 1933-38 
to 7 per cent in 1944-49). Where Caesarean section 
has been performed for disproportion and elderly 
primiparity, or repeated, the results have been much 
more satisfactory; thus for disproportion the foetal 
mortality fell from 27 per cent in 1933-38 to 6 per 
cent in 1944-49 

The author ascribes this mainly to the increased use 
of antibiotics and the improved care of premature 
infants, and suggests the following means of reducing 
it still further: (a) local analgesia especially with 
premature infants: (>) high concentration of oxygen 
during and after section; and (c) readily available 
premature paediatric nursery 

Elaine M. Sunderland 


258. Uterine Exploration in Cases of Simple Tears. 
(Vorteile einer intrauterinen Exploration einer ein- 
fachen Abrasio gegeniber.) 

By T. Berwinp. Geburtsh. u. Frauenheilk., 11, 
415-418. 1951 
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256. Basiotrypsy and Cephalotrypsy and Trachel- 
otomy at the Gynaecological Clinic of the University 
of Wurzburg 1923-1945. (Die Basiothrypsie, Kephalo- 
thrypsie und Trachelotomie an der Wiirzburger Univ.- 
Frauenklinik [1923-1945].) 

By G. B6mcxe. Z. Geburtsh. Gyndk., 134, 259-268. 
1951. 10 refs. 


GYNAECOLOGY 
GENERAL 
257. Fitness for Work in Gynaecological Diseases. 


(Schnopnost k praci pfi gynekolowiscych chorobach.) 
By A. Cernocn. Lék. Listy, 6, 420-425, July 1951. 


258. Gynaecology and Psychiatry. (Du gynécologue 
au psychiatre.) 

By M. Micuet-WoLrRoMM. Presse therm. climat., 
88, 63-67, Mar.-Apr. 1951. 


259. Medical Psychology of Women. (Medizinische 
Psychologie der Frau.) 

By K. NorpMeyer. 7. Geburtsh. Gyndk., 135, 4-12. 
1951. 2 figs., 3 refs. 


260. Pseudocyesis: «a Psychosomatic Study in 
Gynaecology. 

By P. H. Friep, A. E. Ravorr, R. R. ScHOPBACH, 
and A. J. Kaptan. J. Amer. med Ass., 145, 1329-1335, 
Apr. 28, 1951. 21 refs. 

Physical and psychiatric examinations were carried 
out on 27 patients (23 negro and 4 white) with pseudo- 
cyesis. The age range of the patients was 18 to 36 
years; 22 of the 27 were admitted to the Endocrine 
Clinic of the Jefferson Hospital, Philadelphia, between 
July 1946, and January 1949; the proportion of cases 
of pseudocyesis among admissions to the maternity 
clinic was 1 in 250. The patients were observed over 
1 to 34 years, and 36 episodes of pseudocyesis were 
recorded; the number of episodes per patient was 1 
to 4. Of the total patients 11 had never been pregnant. 

The first and commonest symptom, present in 26 
patients, was a menstrual disturbance: hypomenor- 
rhoea in 19 and amenorrhoea in 7. A history of 
gradual abdominal enlargement was given by 24. 
Inversion of the umbilicus was not seen. Breast 
changes were frequent: enlargement, tenderness, secre- 
tion of milky or cloudy fluid, and enlargement of 
Montgomery's tubercles and the areola. Foetal move- 
ments were reported by 22 patients, as early as the 
first month and as late as the eighth month. These 
usually took the form of quivering or pulsating sensa- 
tions in the left upper quadrant of the abdomen. 
Softening of the cervix was observed in 19 patients. 
Gain in weight was generally greater than in normal 
pregnancy. Nausea, frequency of micturition, saliva- 
tion, sleepiness, and faintness were often reported. 
“ Labour ” occurred in 2 patients at the expected date, 
but ceased abruptly when the women were told that 
they were not pregnant. The authors point out how 
easily a mistaken diagnosis of pregnancy may be made 
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on superficial examination: 9 of the 27 had been told 
by one or more physicians that they were pregnant. 

Although 16 patients had been pregnant before the 
pseudocyesis, only one had a living child, and the desire 
for a child was strong in every patient in the series. 
Contributory motives were: (1) the need to secure the 
husband's wavering affections; (2) the need to prove 
the ability to conceive and to achieve parity with other 
women; (3) the wish for a child as a plaything or 
companion; and (4) the need for self-punishment. As 
a group the patients were gullible and insecure; per- 
sonal relationships were unsatisfactory and frustration- 
tolerance was low. 

Laboratory studies, including endometrial biopsy, 
estimation of urinary gonadotrophin and 17-ketos- 
teroids, and examination of vaginal smears, were 
carried out on some of the patients. The results of 
these studies may be summarized thus: ovarian func- 
tion was good, and there was evidence of persistence 
of corpus luteum activity. This could account for 
many of the clinical manifestations, such as menstrual 
disturbances and softening of the cervix. It is pre- 
sumed that mental conflict is capable of influencing 
the pituitary and causing the release of lactogenic 
hormone, the suppression of follicle-stimulating hor- 
mone and consequently persistence of lutein function. 
The abdominal! enlargement is due to fat and forced 
contraction of the anterior abdominal muscles. 

The key to treatment is psychotherapy. Telling the 
patient bluntly that she is not pregnant is to be con- 
demned: she may threaten suicide, or go from one 
physician to another seeking a diagnosis of pregnancy. 
Gland treatment of itself is unlikely to prevent recur- 
rences unless the patient is given some insight into the 
nature of her condition. Treatment is directed 
towards helping the patient to recognize and face her 
conflict and to deal with it in a more effective way. 

Desmond O'Neill 

261. Pregnancy as a Precipitant of Mental Illness in 
Men. 

By T. Freeman. Brit. J. med. Psychol., 24, 49-54, 
1951. 8 refs. 

The author from the Tavistock Clinic, London, 
describes, with short case histories, 6 male patients 
whose psychiatric illness began in association with 
pregnancy in their wives. Four of the patients had 
anxiety states, one may have had a schizophrenic 
illness, and the last patient suffered from melancholia. 
The author gives a brief interpretation of the psycho- 
analytical significance of pregnancy and traces his 
patients’ adult attitudes back to the Oedipus complex. 

{His interpretations are credible and illuminating for 
his neurotic cases, but his views would have been 
strengthened by the omission of the other patients in 
whose cases pregnancy seems to have had no more than 
a coincidental significance.] Hunter Gillies 


262. The Gynecological Aspect of Blood Dyscra- 
sias. 

By G. W. Bryant. J. Kentucky med. Ass., 49, 335 
337, Aug. 1951. 2 figs., 4 refs. 
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263. Preservation of Ovarian Tissue at Low Tem- 
peratures. 

By A. U. Smrru and A. S. Parkes. Lancet, 2, 570- 
572, Sept. 29, 1951. 2 figs., 8 refs. 


264. The Influence of Androgens on Sexuality in 
Women. 

By G. L. Foss. Lancet, 1, 667-669, Mar. 24, 1951. 
34 refs. 


The author has conducted an investigation into the 
abnormal increase in sexual desire in patients with 
advanced mammary carcinoma for which they were 
receiving testosterone propionate. It is suggested that 
the adrenal androgens may play a greater part in sexual 
behaviour than oestrogens. Ruth Dearing 


265. Precocious Sexual Development. A Study of 
Thirty Cases. 

By G. H. Lowrey and T. G. Brown. J. Pediat., 38, 
325-340, Mar. 1951. 49 refs. 


In 11 years 30 cases of precocious sexual develop- 
ment, showing breast enlargement, early menarche, 
growth of pubic or axillary hair, or disproportionate 
enlargement of the clitoris or penis, have been studied 
in the Department of Pediatrics and Communicable 
Diseases, University Hospital, Michigan. The ratio of 
males to female was | to 9. The age of onset covered 
the entire pre-adolescent period. 

The adrenogenital syndrome was the aetiological 
factor in 7 females and 2 males, 1 of each sex having 
an adenocarcinoma of the adrenal cortex proved at 
operation. Central nervous system lesions, with mental 
retardation or convulsive seizures, were the cause in 7 
cases. True precocious physiological puberty occurred 
in 7 females, the usual age of onset being 6 to 8 years. 
Results of urine assays corresponded to adult values. 
Two patients had simple breast hypertrophy, which 
retrogressed after some months; 2 females with poly- 
ostotic fibrous dysplasia showed advanced stature and 
osseous growth, scattered areas of brown pigmentation 
of the skin, cystic areas in the bones, and increased 
excretion of oestrogens. Among the remaining 3 cases 
were one of tumour in the third ventricle, one of Cush- 
ing’s syndrome, and one unclassifiable. The latter gave 
a history of mumps one month before the onset of 
breast hypertrophy and hirsutism. 

In diagnosis, the history and examination are 
stressed. Bone maturation by X-rays is of great value. 
Intravenous pyelography is advised when virilization is 
present and an adrenal lesion is suspected. Urine assays 
of oestrogens, follicle-stimulating hormone, and 17- 
ketosteroids are of some value. 

Treatment of adrenal virilism includes psycho- 
therapy, oestrogen therapy, amputation of the clitoris, 
incomplete adrenalectomy, and, in cases of adenoma 
or carcinoma, surgical removal. 

The male patient with an enlarged penis at birth due 
to an adenocarcinoma of the adrenal is the first to be 
recorded. D. W. Higson 
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266. The Serum Copper Level in Gynaecological 
Diseases. (Das Verhalten des Serumkuplers bei gynak- 
ologischen Erkrankungen.) 

By H. Rérrcer. Z. Geburtsh. Gyndk., 135, 80-93, 
1950. 2 figs., 31 refs. 

To study the biological significance of copper in the 
female organism normal figures for the serum copper 
level were calculated. For this purpose the amount of 
copper in the serum of 30 healthy, non-pregnant 
women was estimated and was found to be approxi- 
mately 100«g. per 100 ml. serum. Gynaecological cases 
were chosen for examination in which the infectious 
actiology and inflammatory character of the disease 
were obvious. The highest levels for copper were found 
in cases of acute inflammation of the adnexa. 

In cases of benign tumours normal serum levels were 
found; in malignant cases the level was raised. Examin- 
ing cases of extra-uterine pregnancy gave irregular 
results. No exact parallel between the serum copper 
level and the erythrocyte sedimentation rate could be 
confirmed 

The mobilization of copper deposits in the body is 
not seen locally, since pus, for instance, contains a low 
copper content. 

Copper is supposed to be of some significance in 
neutralizing toxins. O. Burger 


267. Hirsutism and Masculine Hair-distribution in 
Women. (Hirsutism féminin et virilisme pilaire.) 

By —. Gitpert-Dreyrus, M. Zara, and C. ALEx- 
ANDRE. Sem. Hdp. Paris, 27, 1398-1404, Apr. 30, 1951. 
2 figs 

The control of hair growth is discussed. Growth of 
general body hair is under the influence of : (a) external 
stimuli, especially sunlight; and (5) internal stimuli— 
metabolic, nutritional, endocrine. Growth of pubic 
and axillary hair at puberty in both sexes is attributed 
to the control of the adrenal cortex, since: (a) pubic 
and axillary hair have been observed to be absent in 
cases of Addison's disease in adolescents who have 
nevertheless reached puberty; (b) they are present in 
cases of eunuchoidism of primary gonadal origin, 
whereas they are absent in hypogonadism of pituitary 
origin where the adrenals are also in a state of hypo- 
function, and (c) they undergo no change at the 
menopause, but only in much later years, when the 
adrenal cortex as well as the gonads becomes senescent. 
Masculine distribution of pubic hair may result either 
from oversecretion of androgens or from greater 
sensitivity of the hair-receptors to their action. 
Virilisme pilaire (generalized hirsutism associated with 
masculine distribution of hair) may be merely one com- 
ponent of Cushing's syndrome, pure adrenal virilism, 
or acromegaly, or it may be associated with menstrual 
disturbances, with obesity, or with excessive leanness; 
Or, again, it may occur in entirely isolated forms; in the 
latter case it may be downy or coarse, of varying 
density, and generalized or localized to the face or 
thighs or legs. 

In simple hirsutism there may be: (a) an iacrease 
in urinary 17-ketosteroid excretion with normal, 
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increased, or diminished oestrogen excretion, but no 
other evidence of adrenal hyperplasia; or (b) normal 
17-ketosteroid excretion with diminished oestrogen 
excretion (that is, a relative excess of androgen); or 
(c) normal 17-ketosteroid and oestrogen excretion. 
{It should be noted, however, that there are those 
who believe that there is no reliable method of esti- 
mating oestrogens.] The urinary 17-ketosteroid excre- 
tion is constant throughout the menstrual cycle in 
normal women, but undergoes marked fluctuation 
during the cycle in hirsute women. [A regular fluctua- 
tion during the menstrual cycle has been demonstrated 
by Koets (J. clin. Endocrinol., 1949, 9, 795) and by 
Merivale (J. clin. Path., 1951, 4, 78.)] It is suggested 
that fractionation of the 17-ketosteroids by chromato- 
graphy may throw further light on the problem. 
The authors recognize 3 morphological types of hir- 
sute women: (1) a feminine type with superimposed 
masculine features and increased 17-ketosteroid excre- 
tion; (2) a hypogonadal type with long limbs, a narrow 
pelvis and poorly developed breasts; and (3) a normal 
feminine configuration, in which case the hirsutism 
may not be primarily endocrine in origin but may be 
due to hypersensitivity of the hair follicle to the action 
of adrenal androgens as a result of constitutional or 
familial predisposition. Various precipitating factors 
are also mentioned, such as emotional disturbances, 
burns, and intoxications. In the absence of gross 
adrenal hyperplasia or tumours (which are susceptible 
to surgery or radiotherapy) treatment is disappoint- 
ing. Implantation or inunction of oestrogens is recom- 
mended in cases with diminished urinary oestrogens 
and relative excess of androgens. [It is doubtful 
whether this ever produces any results.] Otherwise 
the only course is local removal of hairs by depilation 
or shaving. Robert de Mowbray 


268. The Diagnostic Interpretation of Puncture 
Fluids from the Pouch of Douglas. (Erfahrungen bei 
der diagnostichen Deutung von Douglaspunktaten.) 

By K. W. Scnuttze. Geburtsh. u. Frauenheilk., 11, 
§32-538, June 1951. 10 refs. 


269. Stilboestrol Sulphate, Oestrone, and Equilin. 
Further Observations on the Potency and Clinical 
Assessment of Oestrogens. . 

By P. M. F. Bisnop, N. A. RicHarps, and W. L. M. 
Perry. Lancet, 1, 818-820, Apr. 14, 1951. 6 refs. 

This investigation, carried out at the Chelsea 
Hospital for Women, London, is based on the same 
methods as in two previous studies on the potency of 
oestrogens. “ Oestrogen withdrawal bleeding ” in cases 
of amenorrhoea is considered the most accurate end- 
point and preferable to relief of menopausal symptoms, 
conversion of an atrophic to an oestrous type of 
vaginal smear, or suppression of lactation. The reasons 
for this are given. The 29 patients, 3 with primary 
and 26 with secondary amenorrhoea, are first given 
stilboestro! in 14-day courses to determine the “ thera- 
peutic unit ” necessary to produce withdrawal bleeding, 
and then the therapeutic units of stilboestrol sulphate, 
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oestrone, and equilin are determined. The total 
number of courses of oestrogen given is 236 and no 
toxic effects are noted with the dosage used. Stilb- 
oestrol sulphate is half as potent as stilboestrol, 
oestrone one-twentieth as potent, and equilin one- 
third as potent. 

A table giving the relative potency of oestrogens 
administered orally in rats and the human species 
shows definite differences. D. W. Higson 


270. A Study of the Effect of Intravenous Adminis- 
tration of Progesterone. {In English.] 

By E. DiczrFatusy and A. WESTMAN. Acta obstet. 
gynec. scand., W, 315-322, 1951. 10 refs. 


271. Effective Duration of Injections of Ocstradiol 
Monobenzoate. (Virkningsvarigheden efter injektion 
of #stradiol-monobenzoatkrystaller.) 

By A. Terp. Nord. Med., 45, 799-802, May 23, 
1951. 1 fig., 10 refs. 


272 Prolongation of Action of Chorionic Gonado- 
trophin. 

By K. Dipcock, J. M. Rosson, and A. A. SHARAF. 
Brit. J. Pharmacol., 6, 445-447, Sept. 1951. 1 fig., 
2 refs. 


273. Studies on the Changes in Vaginal Cytology 
Resulting from Crenotherapy at Luxeuil. (Etude sur 
les modifications de la cytologie vaginale sous |’influ- 
ence de la crénotheropie 4 Luxeuil.) 

By Y. Canet and B. ScHRAMM. Presse therm. climat., 
88, 77-81, Mar.-Apr. 1951. 


274. A New Preparation for use in Ovarian Substitu- 
tion Therapy (“ Ovaid”). (Nouveau reméde pour la 
thérapeutique de substitution ovarienne.) 

By E. SCHAUENBERG. Praxis, 40, 563, July 5, 1951. 


275. The Synthetic Antihistamines in Gynaecology. 
(Los antihistaminicos de sintesis en ginecologia.) 

By J. M. SancHez IBaNez. Toko-ginec. pract., 10, 
349-356, June-July 1951. 44 refs. 


DISORDERS OF FUNCTION 


276. A Study of the Gynaecological Syndrome of 
Vegetative Dystonia and its Treatment. (Untersuchun- 
gen iiber das gyndkologische Syndrom der vegetativen 
Dystonie und ihre Therapie.) 

By H. Feicuticer. Zbl. Gyndk., 73, 301-310, 1951. 
1 fig., 27 refs. 


277. Oestrogenic and Gonadotrophic Substances 
in the Urine of Women with Different Menstrual 
Disorders. Sex Hormone Analyses IV. 

By K. Pepersen-ByERGAARD and M. T@NNESEN. Acta 
endocrinol., Kbh., 7, 270-282, 1951. 4 figs., 16 refs. 


278. Clinical, Aetiological, and Pathogenetic 
Aspects of Paramenstrual Headache. (Aspetti clinici 
ed etiopathogenetici della cefalea paramestruale.) 

By S. Barpetut. G. Clin. med., 32, 621-633, June 
1951. 2 figs., 25 refs. 
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279. A Psychosomatic Study of a Case of Amenor- 
rhoea. (Etude psychanalytique d'un cas d’aménorrhée.) 

By M. Scuweicn. Rev. franc. Gynéc., 46, 165-168, 
May-June 1951. 


280. Initiation by Deoxycortone Acetate. (Auslis- 
ung einer Menstruation in der klimakterischen Meno- 
pause durch Desoxycorticosteronacetat.) 

By V. KOHLER and W. MUnicu. Endokrinologie, 28, 
137-140, 1951. 32 refs. 


281. Treatment of Amenorrhea with One Injection 
of Hormone Precipitates. 

By R. S. Finkver. Acta endocrinol., Kbh., 7, 122- 
132, 1951. 5 refs. 


282. Neostigmine or Sex Hormones in the Treatment 
of Secondary Amenorrhea? (Prostigmin oder Sexual- 
hormon zur Behandlung der sekundiren Amenor- 
rhoe?) 

By H. BurGcer. Med. Klinik, 46, 821-822, July 27, 
1951. 


283. Dysmenorrhea as a Psychosomatic Problem. 
(Die Dysmenorrhoe als psychosomatisches Problem.) 

By H. Wacner. Z. Geburtsh. Gyndk., 135, 12-27, 
1951. 1 fig., 23 refs. 


284. Priscoline in the Therapy of Dysmenorrhoea. 

By R. B. Greensiatt, W. E. Barriecp, and D. O. 
HAMMOND. Asner. J. Obstet. Gynec., 61, 565-572, Mar. 
1951. 65 refs. 

The authors discuss the effects of “ priscoline”, an 
adrenolytic substance, in the treatment of dysmenor- 
rhoea in 41 cases seen in the Department of Endo- 
crinology, Medical College of Georgia. They first 
discuss the present theories for the causation of 
dysmenorrhoea. All writers appear to be agreed upon 
the fact that ovulation and progesterone formation are 
essential for dysmenorrhoea to occur. After combin- 
ing the theories, the present authors suggest that, as a 
result of hormone imbalance and withdrawal about the 
25th day, thinning and collapse of the endometrium 
occur associated with capillary stasis. This shortly 
precedes vasospasm, which may be due to the release 
of some toxin from the endometrium contributed to 
by the withdrawal of the vasodilating effect of oestro- 
gen. This vasospasm is presumed to occur also in the 
myometrium, leading to ischaemic pain which reaches 
conscious level early in a woman with lowered pain 
threshold. The authors think the vasospasm is effected 
through the sympathetic nervous system and is not a 
local effect. If this cycle could be broken down, relief 
should be obtained either by surgical sympathectomy 
or by using adrenolytic drugs. 

Priscoline was given to 41 young women for severe 
dysmenorrhoea. It was given orally, 25 to 50 mg. 
every 4 to 5 hours, or subcutaneously by one injection 
of 25 to 50 mg. as soon as possible after the onset of 
the pain. Of those treated by the oral route 65.4 per 
cent were completely relieved, and 60 per cent of those 
treated subcutaneously. The percentage of side- 
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reactions was, however, high--57.7 per cent in the 
orally treated and 20 per cent in the subcutaneously 
treated cases. These included flushings, tachycardia, 
tingling, chilliness, epigastric distress, nausea, diar- 
rhoea, and vomiting. They tended to decrease in 
incidence as the drug was continued. 

Failures in therapy are ascribed to: (a) undiagnosed 
lesions in the pelvis; (b) local causes not involving the 
sympathetic system; and (c) side-effects of priscoline 
Elaine M. Sunderland 


285. Dysmenorrhoea and its Treatment. (Les dys 
ménorrhées et leurs traitements.) 

By C. Bécrére. Presse therm. climat., 88, 71-77 
Mar. 1951. 4 refs. 


286. Dimethylane in the Treatment of Dysmenor- 


By G. J. Bowes and S. HoroscHak. Delaware med. 
J., 23, 183-186, July 1951. 13 refs. 


287. The Management of Functional Uterine Bleed- 
ing. 

By P. O. KutincensmitH. Pennsylvania med. J. 
54, 638 640, July 1951. 2 refs. 


288. Leucorrhoea After Gynaecological Operations. 
(Ober den Fluor vaginalis nach gyndkologischen 
Operationen.) 

By M. Worm. Zbl. Gyndk., 73, 908-911, 1951. 1 fig. 


289. A Clinical Comparison of Alpha-estradiol and 
Conjugated Estrogens in the Treatment of the Meno- 
pausal Syndrome. 

By N. B. Reicher, C. E. Crark, and E. 
N.Y. St. J. Med., 51, 601-606, Mar. 1, 1951. 3 refs. 

An evaluation is made by the authors of the com- 
parative effectiveness of two oral oestrogen prepara- 
tions on the menopausal syndrome in 43 women. 
Both white and negro women are included, their ages 
ranging from 19 to 53; 42 had undergone total hyster- 
ectomy and bilateral salpingo-odphorectomy for non- 
malignant conditions, and | had an irradiation-induced 
menopause. Within | to 3 months of castration 23 of 
the patients received oestrogen treatment. The two 
preparations employed were: (a) «-oestradiol (“ estro- 
sol”), one tablet daily containing 0.1 mg.; and (b) 
conjugated oestrogen (sodium oestrone sulphate), one 
25-mg. tablet daily; in addition, (c) a placebo was given 
similar in appearance to the oestrogen tablets. 

One group contained 33 patients, the other group 9. 
Each group received (a) or (b) for a period of 1 to 3 
months, then (c) and after this (b) or (a), so that 42 
patients received all three preparations, the forty-third 
patient being given no placebo 

The occurrence of hot flushes was recorded daily 
by the patient and observation kept on side-reactions. 
At the start of treatment a 24-hour specimen of urine 
was used for oestrogen assay, and thereafter at intervals 
during the course of therapy. A vaginal smear was 
examined at the beginning and end of each course of 
oestrogen therapy. No sedatives or other medicaments 
were permitted. The result showed that an almost 


equal number of patients in each group (67 to 68 per 
cent) found relief from hot flushes following the ad- 
ministration of one or other oestrogen preparation, 
and in 19 per cent of the cases the placebo alone was 
sufficient. 

Side-reactions (nausea) occurred in 9 per cent follow- 
ing (a) and a severe rash in 11 per cent following (b) 
therapy. The results of smear examination after treat- 
ment were inconclusive because of the discrepancy in 
number of the two groups. It was noted that 87 per 
cent of patients showed pronounced decornification of 
the vaginal cells within 3 months of castration. Im- 
provement as regards hot flushes correlated closely with 
cornification of vagina cells; although hot flushes were 
sometimes present with a full “estrin” smear, the 
converse was also noted. As regards urinary oestrogen 
assays, the treatment by both «-oestradiol and con- 
jugated oestrogens failed to alter the pattern of 
oestrone, oestradiol, and oestriol significantly. This 
could possibly be explained by the comparatively small 
dose of oestrogen administered. 

[It is a pity that the numbers in the two groups were 
in the ratio of approximately 4 to 1, since comparative 
results must inevitably be inconclusive.] 

Jean R. C. Burton-Brown 


290. Menopausal Syndrome Treated with Alpha- 
tocopherol. Report of Two Cases and Review of 
Literature. 

By S. H. Sikxema. Rocky Min med. J., 48, 505- 
507, July 1951. 14 refs. 


291. The Use of Dimethylyn in the Management of 
Certain Symptoms of Menopause. 

By G. J. Bowes. Delaware med. J., 23, 41. Feb. 
1951. 1 ref. 


292. Methylandrostenediol in the Treatment of the 
Menopausal Syndrome. 

By W.H. Pertorr. J. Philad. gen. Hosp., 2, 90-93, 
July 1951. 7 refs. 


293. Combined Effect of Testosterone Propionate 
and Hexoestrol in the Treatment of Growth 
Disorders, Menopausal Conditions, Frigidity and 
Certain Cases of Apparent Hyperfolliculinism. (Action 
combinée du propionate de testosterone et de "hexo- 
estrol dans le traitment de la croissance, le ménopause, 
la trigidité et de certaines hyperfolliculinies appar- 
entes.) 

By R. Leven, C. D. Veziris, and J. BLANpIN. 
Concours. méd., 73, 2649-2651, July 21, 1951. 


294. The Vaginal Smear at the Menopause. (Les 
frottis vaginaux dans le ménopause.) 

By E. Pottosson, P. Haour, and A. Rancuet. J. 
Méd. Lyon, 32, 511-520, June 5, 1951. 5 figs., 6 refs. 


295. Some Remarks on Frigidity and its Treatment. 
(Consideraciones sobre la frigidez sexual y su trata- 
mierto.) 

By J. GarzOn Apap. Rev. esp. Obstet. Ginec., 10, 
24-35, Jan.-Feb. 1951. 40 refs. 
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296. Infertility. 
By T. N. A. Jerrcoate. 
July 21, 1951. 5 figs. 


297. Sterility. (La esterilidad.) 
By F. Rico. Toko-ginec. pract., 10, 224-230, Apr. 
1951. 


298. The Sterile Marriage and its Investigation. (La 
esterilidad matrimonial. Su estudio.) 

By U. Losapa. Rev. esp. Obstet. Ginec., 10, 36-47, 
Jan.-Feb. 1951. 


299. Advice and Treatment in More Than 1,200 
Cases of Infertility. (Erfahrungen bei Beratung und 
Behandlung von mehr als 1.200 Frauen wegen 
Kinderwunsches.) 

By H. Siepke. Geburtsh. u. Frauenheilk., U1, 481- 
497, June 1951. 27 refs. 


300. Impairment of Ovarian Generative Function. 
(Zur Frage der Beeinflussung der generativen Ovarial- 
funktion.) 

By E. Gitscu and H. Tuuzer. Z. Geburtsh. Gyndk., 
135, 106-111, 1951. 18 refs. 


301. Practical Aspects in the Treatment of Sterility. 

By J. E. Giesen. N.Z. med. J., 50, 330-337, Aug. 
1051. 7 figs., 7 refs. 

302. A Case of Sterility due to Hypovitaminosis B, 
and Hepatic Disorder. (Un cas de sterilité par hypo- 


Brit. med. J., 2, 167-171, 


vitaminose B, et troubles hepatiques.) 
By M. Marcuapter. C.R. Soc. frang. Gynéc., 20, 


- 289-291, Dec. 1950. 


303. Experimental Nicotine Intoxication in Relation 
to Sterility of Hypothalamic Origin. (L'intossicazione 
nicotinica sperimentale nei suoi rapporti con una 
probabile sterilita’ da lesioni ipotalamiche e da preval- 
enza delle cellule ecosinofile dell’antipofisi.) 

By G. Ertuison. Monit. ostet.-ginec., 22, 5-12. 
Jan.-Feb. 1951. 6 figs., 15 refs. 


304. Castration by Irradiation of the Ovaries and its 
Effect on the Blood Picture. (Ucber die Réntgenkastra- 
tion der Ovarien und deren Folgen auf das Blutbild.) 

By V. Grinpercer, F. Pakescnu, and W. RANKL. 
Wien. klin. Wschr., 63, 525-527, July 20, 1951. 24 refs. 


305. Relative Fertility of the Only Child. 
By S. A. Aspett. Fertil. Steril., 2, 312-318, July- 
Aug. 1951. 16 refs. 


ANOMALIES OF THE REPRODUCTIVE ORGANS 

306. A Case of Hermaphroditism. 

By J. D. Fercusson. Brit. J. Urol., 23, 29-38, Mar. 
1951. 10 figs., 2 refs. 

A detailed description is given of hermaphroditism 
occurring in a 45-year-old person who had been 
brought up as a female. The external genitalia sug- 
gested that the patier't was a male pseudohermaphro- 
dite. Laparotomy was performed because the patient 
had abdominal pain and it was thought that she might 
have a neoplasm of the retained testis. A small uterus 
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was found and there were 2 rudimentary Fallopian 
tubes. Attached to the left tube were 2 gonad-like 
organs, each of approximately two-thirds normal-size. 
On the right side there was a similar ovarian organ 
and near it a small pea-sized body. Histological 
examination of the 4 gonads removed showed that 2 
of them resembled ovaries and 2 testes. In neither 
male gonad was there any evidence of true tubule 
formation or spermatogenesis, although there were 
many cells of the Leydig type. This is probably a case 
of true hermaphroditism. Victor W. Dix 


307. Female Pseudoh phroditism and the 
Adrenal Cortex. (Pscudohermaphrodisme féminin et 
corticosurrénale.) 

By M. Jaccotter. Schweiz. med. Wschr., 81, 613- 
615, June 30, 1951. 5 figs. 


308. Congenital Defects of the Sex Glands. 
angeborene Fehlen der Keimdriisen.) 

By E. Pauipr. Geburtsh. u. Frauenheilk., 11, 193- 
206, Mar. 1951. 2 figs., 21 refs. 

Details are given of a case of ovarian agenesis. The 
author believes that a better term to cover both 
agenesis and aplasia is “ congenital defects of the sex 
glands". The patient described was a 19-year-old girl 
whose course was followed from birth as she was born 
at the clinic. The birth was by Caesarean section done 
a week before term for placenta praevia. During 
childhood she had infectious fevers, and the failure to 
develop normally was evident only at puberty. When 
17 she was infantile though normal in proportions; 
secondary sex characteristics were slight and the 
periods had not started. Examination under anaes- 
thesia showed general genital under-development. At 
this time the diagnosis was thought to be hypoplasia 
associated with infantilism. Treatment was then given 
by implanting a crystal of oestrogen. This had bene- 
ficial effects both on body and on mind. Later 
laparotomy was performed to ascertain the true state 
of genital development. The uterus was found to be 
minute and the ovaries were represented by small cords 
of tissue which on section revealed primordial follicles. 
Pituitary hormone tests were within normal limits and 
17-ketosteroid excretion was also normal. 

In the case described there was no doubt the patient 
was female. The arrested development was due to the 
hormones of the placenta having a feminizing role and 
causing the sex organs to develop to the level of that of 
the newborn. Then there was no further stimulus to 
development. This type of case of sex-gland failure 
is not due to hormonal influence, intersexuality, or 
hermaphroditism. In some cases there may be some 
male characteristics. which is not surprising as genetic 
males may have female characteristics if sex-gland 
failure occurs. 

Attention is drawn to the beneficial effects of 
oestrogen treatment. Kenneth Bowes 


309. Congenital Absence of the Cervix.’ 
By A. PutrerMan. N.Y. St. J. Med., 51, 1748, Sept. 
15, 1951. 
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310. Hyperplastic and Infantile Uterus. (Zur 
Kenntnis des hypoplastischen und infantilen (Ober- 
gangs-) Uterus.) 

By H. Pinxeeiner. Geburtsh. u. Frauenheilk., 1, 
514-524, June 1951. 9 figs 


311. The Syndrome of the Rudimentary Ovary. 
(Syndrome de |'ovaire rudimentaire.) 

By E. B. pet Castitto and J. ArGonz. Ann. Endo- 
erinol., Paris, 12, 121-149, 1951. 18 figs., 29 refs. 

The authors discuss in detail the syndrome (first 
described in 1938 by Turner and the subject of 
numerous subsequent publications) characterized by 
deficient growth and sexual maturation associated with 
rudimentary ovaries. It is based on 23 cases seen by 
the authors, and on a full perusal of the literature. 

The ages of the authors’ own patients ranged from 
& to 23 years. They were seen either on account of 
primary amenorrhoea with failure of development of 
secondary sex characters, or on account of deficient 
growth not, however, amounting to complete dwarfism; 
indeed, some of the patients were within the normal 
height range. They all showed eunuchoidal propor- 
tions, the span exceeding the height. In general, they 
were of thick-set build. Pubic and axillary hair was 
absent or scanty. Various congenital anomalies have 
been found; epicanthic folds, strabismus, ptosis, 
“rubular vision”, abnormalities of dentition, wing- 
ing of the neck (“ sphinx neck ™), cubitus valgus, hyper- 
extensibility of joints, coarctation of the aorta, 
hypertension. geroderma, spina bifida, syndactylism 
and maldeveloped digits, cleft palate, maldeveloped 
ears with auditory disturbances, renal deformities, 
mental deficiency, and so on. 

The external genitalia always showed hypoplasia of 
the labia, but the clitoris in some cases was normal or 
even enlarged. In these last cases increased excretion 
of 17-ketosteroids was found, an average figure being 
24 mg. per day 

In all patients over the age at which puberty should 
have occurred and not under treatment with oestro- 
gens, significantly increased gonadotrophin excretion 
was found. In one 8-vear-old patient the gonado- 
trophin excretion varied considerably, but in some 
determinations exceeded the normal range. The diag- 
nostic importance of this test is paramount, demon- 
strating the primacy of the ovarian insufficiency with 
resultant pituitary hyperactivity. The few attempts to 
determine oestrogen levels have suggested oestrogenic 
deficiency 

A newly reported finding is increased insulin sensi- 
tivity (0.1 unit per ke. body weight. intravenously) in 
several cases of prepuberal age. Raised glycogenic 
corticoid excretion has also been reported 

X-ray examination reveals osseous retardation, 
though to a less degree than in pituitary eunuchoidism. 
Osteoporosis in the carpus, knee, and vertebral column 
has been seen frequently: Albright believes this to be 
related to the oestrogenic deficiency. 

Laparotomy has revealed marked deficiency of 
development of all the internal genital organs. The 


authors believe that total absence of the ovaries does 
not occur, doubting statements to the contrary in the 
literature; they consider the ovaries to be rudimentary, 
devoid of follicles, and therefore unable to secrete 
oestrogens. In one case they found hilus cells, resem- 
bling Leydig cells of the testis, to be numerous; this 
patient had a large clitoris and other evidence of 
virilization. 

In treatment for the promotion of growth, pituitary 
growth hormone has been found ineffective; methyl- 
testosterone has been useful. For the correction of the 
ovarian deficiency, only oestrogens have any value. 
Implantation of oestradiol benzoate (80 to 120 mg.) 
has been followed by satisfactory immediate results, 
but later has led to prolonged and excessive uterine 
bleeding in some cases, necessitating the use of pro- 
gesterone or testosterone to control it. The remainder 
of the cases were treated with oral oestrogens, either 
ethinyl oestradiol, 0.1 mg. thrice daily, or stilboestrol 
in doses of 50 mg. per month, interrupted so as to 
elicit oestrogen-withdrawal bleeding. The results with 
this treatment were very satisfactory, the secondary 
sexual characters and all other feminine attributes 
developing normally. Treatment has, of course, to be 
continued indefinitely. The effects of oestrogens in 
promoting growth were less satisfactory, the average 
increase in height being only about 2 cm. Greater 
increases in height, up to 12.5 cm. in 14 years of treat- 
ment, were shown by patients who were of prepubertal 
age when first seen. G. 1. M. Swyer 


INFECTIONS 


312. A Bacteriological Study of the Contents of the 
Human Cervical Canal. (Ricerche batteriologiche sul 
contenuto del canale cervicale dell’utero di donna.) 

By G. Hecut-LuGari. Clin. ostet. ginec., 53, 147- 
153, June 1951. 44 refs. 


313. The Treatment of Pelvic Inflammatory Disease 
in Women with Chloramphenicol. 

By C. S. STEVENSON, N. J. KonterRMaN, E. F. SNIDER, 
and S. S. SCHLINGMAN. Amer. J. Obstet. Gynec., 61, 
493-513, Mar. 1951. 4 refs. 

The authors, studying the bacteriology in 32 cases 
of pelvic inflammatory disease, found that a mixed 
infection, including Bacterium coli, non-haemolytic 
streptococcus, Staphylococcus aureus and albus, and 
8-haemolytic streptococcus, was present in all but 3 
cases. 

Of 15 cases of pelvic inflammatory disease with 
pelvic abscess and § without abscess, 14 were success- 
fully treated with chloramphenicol. Eight out of 9 
patients with post-abortal sepsis were successfully 
treated with this agent; 1 patient died. Clinical response 
to chloramphenicol consisted of marked svmptomatic 
improvement usuallv within 48 hours, rapid disappear- 
ance of the peritonitis, and subsequent regression of 
tubo-ovarian masses. One patient whose infection 
was caused by Staph. albus and 1 patient who had 
haemolytic streptococci failed to respond to chloram- 
phenicol L. A. Cruttenden 
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REVIEW OF CURRENT LITERATURE 


314. The Treatment of Trichomoniasis Vaginalis 
with Tyrothricin. (Tratamiento de la tricomoniasis 
vaginal con tirotricina.) 

By J. M. Sancuez IpaNez. Rev. esp. Obstet. Ginec., 
10, 15-18, Jan.-Feb. 1951. 19 refs. 


315. Radiography of Hyperplastic Metritis. (A 
propos d'une image radiologique de metrite hyper- 
plasique.) 

By C. Marprus and M. Raurureau. C.R. Soc. 
franc. Gynéc., 20, 304-306, Dec. 1950. 2 figs. 


316. The Modern Treatment of Chronic Endo- 
cervicitis. (Traitements actuels des endocervicites 
chroniques.) 

By M. L. Benorr and M. Gauperroy. Rev. frang. 
Gynéc., 46, 139-145, May-June 1951. 8 refs. 


317. The Treatment of Inflammatory Tumours of 
the Adnexa by Injection of Pencillin through the Pouch 
of Douglas. (Die Behandlung entziindlicher Adnex- 
tumoren durch Douglaspunktion mit Pencillin-Injek- 
tionen.) 

By H.-J. 
1951. 6 refs. 


318. The Urinary Excretion of Pyruvic Acid in 
Inflammatory Diseases of the Adnexa. (L'eliminazione 
urinaria deil’acido piruvico nelle forme infiammatorie 
degli annessi.) 

By A. Centaro and G. Serra. Monit. ostet.-ginec., 
22, 49-59, Jan.-Feb. 1951. 16 refs. 


319. The Micrococcus of Fischer and Schick in 
Inflammatory Diseases of the Female Genital Organs 
and in Glandular Hyperplasia. (Uber Mikrokokken- 
befunde (Mikrococcus Fischer-Schick) bei entziind- 
lichen Erkrankungen des inneren weiblichen Genitale 
und bei glandulirer Hyperplasie.) 

By M. Fiscuer, L. Grass, and G. W. Fiscuer. 
Arch. Gyniik:, 179, 385-400, 1951. 1 fig., 13 refs. 


20. Pathogenesis of Salpingitis Isthmica Nodosa. 

By C. L. Bensamin and D. C. Beaver. Amer. J. clin. 
Path., 21, 212-222, Mar. 1951. 6 figs., 14 refs. 

After an outline of the current theories of patho- 
genesis of salpingitis isthmica nodosa the authors 
present information obtained from a study of 51 cases 
of this condition. An associated tubal inflammation 
was found in 24; 16 patients had fibroids, 13 endo- 
metriosis, 3 retroverted uterus, 2 prolapse, and 1 a 
serous ovarian cyst. In 4 women only was salpingitis 
isthmica nodosa the sole lesion. The 24 cases of tubal 
infection were made up as follows: 9 instances of hy- 
drosalpinx, 12 of salpingitis (1 tuberculous), and 3 of 
pyosalpinx. A comparison of the site of inflammatory 
reactions with the location of nodules did not show 
any constant relationship between these two condi- 
tions. 

Microscopically the early lesions were simple out- 
pocketings of tubal mucosa. More advanced lesions 
showed gland-like spaces, some small, some dilated, 
which were scattered throughout the muscle and sur- 


Kiunett. Gyndk., 73, 960-964, 


‘tently for several years. 
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rounded by areas of muscular hypertrophy with a 
minimum of connective tissue. The gland spaces were 
lined by cuboidal, columnar, or even flattened epi- 
thelium, many of the lining cells being ciliated. 
Several of the larger spaces showed surrounding areas 
of cytogenic stroma similar to endometrial stroma. 
No scar tissue was seen in the nodules. 

In view of these findings the authors believe that the 
congenital and inflammatory theories for the patho- 
genesis of this condition are untenable. They consider 
that the lesion is acquired in a manner similar to the 
development of adenomyosis. The cause of the 
invasion of the tubal muscle by the mucosa of the 
isthmus is, however, not clear. Hormonal stimulation 
might be a possible explanation. To explain the fre- 
quency with which the condition is associated with 
inflammation the authors suggest that the gland spaces 
form ideal sites for bacterial growth, the nodosities 
which reveal inflammation, therefore, being involved 
only secondarily. C. J. Dewhurst 


321. The Combination of Para-Aminobenzoic Acid 
and Penicillin in the Treatment of Blenorrhagia in 
Female Patients. (L’association therapeutique acide 
Ppara-amino-benzioque et penicilline retard dans la 
blennorragie féminine.) 

By M. Duméry. C.R. Soc. france. Gynéc., 20, 311- 
314, Dec. 1950. 


322. Tuberculosis of the Female Genital Tract. (De 
tuberculose der vrouwelijke genitalia.) 


By B.S. T. BerGe. Ned. Tijdschr. Verlosk., 51, 93- 
131, 1951. 13 figs., bibliography. 


323. Diagnosis and Treatment of Genital Tuber- 
culosis in Women. [In English.] 

By S. O. Livyepant and A. B. V. Rypén. 
obstet. ginec. scand., W, 359-383, 1951. 
graphy. 


Acta 
1 fig.. biblio- 


324. Streptomycin in the Therapy of Tuberculosis of 
the Female Genital Tract. 

By W. C. Keerret. Amer. J. Obstet. Gynec., 61, 
1382-1385, June 1951. 4 figs., 2 refs. 

This is a report of extensive vaginal, cervical, and 
endometrial tuberculosis treated successfully by strep- 
tomycin. The patient was a single nullipara, aged 19 
years, first seen in January 1949, complaining of vaginal 
discharge and bleeding for 6 months, and with painful 
inguinal nodes for 3 years. In 1936 she had entered a 
tuberculosis sanatorium because of cervical lymph- 
adenopathy and possible chest involvement; here she 
remained for 3 years. In 1937 she developed an 
abscess above the right ankle which drained intermit- 
In 1945 she was sent to 
another sanatorium, where she remained for 5 months. 
Pleural thickening was demonstrated, but there was no 
other evidence of active tuberculous infection. In 1946 
a tender, painful mass appeared in the right inguinal 
area which subsequently broke down. Menstruation 
began at 16 and was always irregular, at 3- to 6-month 
intervals. During the 6 months before admission there 
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was a bloody, purulent vaginal discharge, but without 
pelvic pain or discomfort 

On admission the patient was undernourished. The 
upper vagina was so constricted as to prevent the 
passage of a finger tip. Per speculum there was a tag 
of bleeding granular tissue protruding through this 
constriction. The uterus was anterior and freely 
movable and the adnexa seemed normal. X-ray 
examination of the chest showed no disease. On 
February 2nd, 1949, the vagina was dilated and the 
uterus curetted. The cervix was found to be replaced 
by a red, granular, exophytic lesion involving its entire 
structure. A biopsy of the cervical growth was taken, 
and curettage of the uterus revealed an apparently 
normal endometrium. The histological report on the 
currettings and the cervical tissue was “chronic 
granulomatosis vaginalis, cervicitis, and endometritis 
characteristic of tuberculosis", but examination was 
negative for tubercle bacilli, and guinea-pig inocula- 
tions were also negative. From February 10, 1 g. strep- 
tomycin was given intramuscularly in 2 equal doses 
daily for 87 days. The vaginal discharge ceased and 
on May 17 the cervix was well healed and normal. 
No tissue was obtained on curettage. Histological 
examination of the cervix showed no evidence of tuber- 
culosis. After 3 months of graduated dilatation of the 
vagina the constriction disappeared and a normal 
cervix was visible. The patient has since remained well 
and two cervical biopsies and curettages of the uterus, 
the last on May 18, 1950, failed to show tuberculosis. 
On May 1, 1951, she was still well, with regular periods 
and no evidence of recurrence. 

{Although tubercle bacilli were not found and 
guinea-pig inoculations were negative, the illustrations 
accompanying the article show typical giant cells and 
other appearances characteristic of tuberculosis. There 
would not seem to be any doubt that it was a genuine 
case.] F. J. Browne 


325. Tuberculosis of the Uterus and Tuberculosis of 
Bones and Joints. (Uterusiuberculose en been- en 
gewrichtstuberculose.) 

By N. Scnut and C. P. H. Teenstra. Ned. Tijdschr 
Verlosk., $1, 48-53, 1951. 

The authors investigated 66 cases of bone and joint 
tuberculosis with the object of discovering simul- 
taneous asymptomatic tuberculosis of the uterus. They 
rejected any method of investigation which might have 
resulted in a flare-up of genital tuberculosis, and 
limited their examination to cultures of menstrual 
blood on Lowenstein’s medium and to inoculation of 
guinea-pigs. In 20 cases (30 per cent) the results in 
one or in both examinations turned out to be positive, 
the inoculation test appearing to be more reliable than 
the culture 

They then examined 59 patients treated for tuber- 
culosis of the lungs, excepting patients given PAS, but 
the investigations had a negative result. 

The authors conclude that 30 per cent of women 
suffering from tuberculosis of bones and joints will 
probably be sterile; treatment with PAS, possibly com- 


bined with streptomycin, will have to be given for a 
very long time. H. Godar 


326. The Modern Medical Treatment of Genital 
Tuberculosis. (Los modernos tratamientos medicos de 
la tuberculosis genital.) 

By C. F. Fernanpez-Ruiz. Toko-ginec. pract., 10, 
362-372, June-July 1951. 


327. Tuberculosis of the Uterus. (Tuberculose de 
l"uterus.) 

By F. NoGates-Ortiz. Rev. frang. Gynéc., 46, 226- 
239, July-Aug. 1951. 6 figs., 13 refs. 


328. The Clinical Forms of Tuberculosis of the 
Uterus and Adnexa. (Formes cliniques de la tuber- 
culose utéro-annexielle.) 

By C. FLAMAND and G. LAMBERT. Brux. méd., 31, 
1822-1836, Sept. 2, 1951. 1 fig., 12 refs. 


329. Atypical Epithelial Proliferation in a Case of 
Tuberculous Salpingitis. (Proliferazioni epiteliali 
atipiche in un caso di salpingite tubercolare.) 

By G. B. CanDIANI. Monit. ostet.-ginec., 22, 87-100, 
Mar.-Apr. 1951. 7 figs., 17 refs. 


330. Genital Schistosomiasis. 
genital.) 

By C. A. Mattez. Rev. Ginec. Obstet., 45. 404- 
410, June 1951. 2 figs., 12 refs. 


331. Sporotrichosis of the Genitalia. (Sporotrichose 
der Genitalien.) 

By H. Weicuarpt. Arch. Syph., Wien, 192, 290-309, 
1951. 11 figs., 22 refs. 

The diagnosis of a case of localized sporotrichosis 
of the genitalia was based on the finding of painless 
granuloma without marked inflammatory reactions and 
with abscess formation, as well as on the culture of 
Sporotrichon gougerioti and the agglutination reaction. 
The complement-fixation test was negative. Guinea- 
pigs and mice developed abscesses due to sporotri- 
chosis after intraperitoneal injection of the cultures. 
Photomicrographs of the granulation tissues are repro- 
duced in the paper. Kate Maunsell 
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332. Giant Retroperitoneal Lipomatous Leiomyo- 
sarcoma. (Leyomiosarcoma-!ipoma-retroperitoneal 
gigante.) 

By G. Fernanpez-Ruiz. Rev. esp. Obstet. Ginec., 
10, 1-8, Jan.-Feb. 1951. 5 figs., 10 refs. 


333. Post Menopausal Bleeding from Benign Lesions 
of the Genital Organs. 

By A. B. Barrett. J. Kentucky med. Ass., 49, 247- 
250, June 1951. 


334. Beta-glucuronidase Activity in Human Female 
Genital Cancer. 

By A. Lorincz, J. L. 8. McGooGan, and 
L. D. Ovett. Amer. J. Obstet. Gynec., 61, 527-538, 
Mar. 1951. 7 figs, 11 refs. 
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Many toxic substances containing a free hydroxy) 
group are conjugated in the body with glucuronic acid. 
These glucuronides (including those of oestriol, diethy!- 
stilboestrol, and pregnanediol) are hydrolised in vitro 
by glucuronidase, which is present in animal tissues. 
Previous studies of the activity of this enzyme have 
shown it to be greater in viable cancer tissue of the 
cervix vagina, and vulva than in the corresponding 
benign tissues. No difference in activity could be 
found between benign and malignant endometria or 
ovaries. 

The vaginal secretions from normal women show a 
glucuronidase activity of more than 300 units in 20 
per cent of cases only, but the secretions from women 
with untreated cervical cancer have always an activity 
greater than 300 units. Fresh blood inhibits the 
activity of the enzyme in vitro. Following irradiation 
the enzyme activity is diminished in tissues and vaginal 
secretions, but is increased again in the presence of a 
recurrence. Bacteria isolated from the vagina and 
cervix also show enzyme activity and probably account, 
with epithelial debris and leucocytes, for the activity 
found in secretions from patients with no malignant 
growth. Activity is also increased in some tissues 
from pregnant women. It is found to be independent 
of the cellularity of a tissue as determined by its 
nitrogen content. 

The method of assay is described by Odell and Burt 
(J. Amer. med. Ass., 1950, 142, 226), and has been 
compared with Fishman’s method (ibid., 1950, 143, 
350). The discrepancies are thought to be due to differ- 
ent methods of inactivation of the enzymes. 

Many detailed resuits, tables, and case reports are 
given. The hope is expressed that the method may be 
useful in screening patients with possible malignancy 
and in helping to detect recurrences. Diagnosis still 
depends upon histological examination. 

Aileen M. Dickins 


335. Of What Value is the Male Hormone in the 
Management of Genital Cancer in the Female? 


By N. F. Mitcer, G. THompson, and W. JoHNSON. 
Amer. J. Obstet. Gvynec., 61, 582-588, Mar. 1951. 
5 figs. 


The authors investigated the effects of treating new 
cases of genital carcinoma in women by male hormone 
in addition to the customary irradiation therapy given 
in the Department of Gynecology, University of 
Michigan Hospital. These patients were followed up 
for 3 vears. 

In 1946, 91 such patients were treated; of these, 66 
had cervical neoplasms and form the basis of this 
study. In these cases the patients were given a single 
course of X-ray therapy to a total of 1,800 to 2,400 r 
to each of 4 pelvic fields, followed immediately by 
radium treatment to a total of 6,000 mg. hours. 
Testosterone was given chiefly as 75-mg. pellets by 
subcutaneous implant, the amount varying between 450 
and 5,250 mg. according to the amount required to 
produce virility, which was the ultimate aim. Patients 
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returned every 3 months for re-evaluation and further 
hormone therapy, if necessary. 

The 1946 group showed a considerable drop in sur- 
vival rate for cases of cervical carcinoma receiving 
testosterone (34.9 per cent) compared with the 1945 
control cases (69 per cent). It was found that in Stage 
Il cases, at any rate, the absolute survival rate was 
considerably higher in patients showing virilism (64.7 
per cent) than in the non-virile group (13.3 per cent). 
This suggests that doses of testosterone insufficient to 
produce virilism may lead to increase of the neoplastic 
growth. 

The authors conclude that they could not demon- 
strate any life-prolonging or growth-delaying effect 
upon cervical or endometrical carcinoma by the supple- 
mental use of male hormone therapy. 

Elaine M. Sunderland 


336. Carcinoma of the Vulva. 
By J. R. Watson and V. S. CouNSELLER. 
Clin. N. Amer., 31, 1079-1090, Aug. 1951. 


Sure. 
4 refs. 


337. Recurrent Glomus Tumour on the Prepuce of 
the Clitoris. (Rezidivierender Glomustumor an der 
Glandarfalte der Klitoris.) 

By H. Stance. Zhi. Gyndk., 73, 803-810, 1951. 6 
figs., 25 refs. 


338. Carcinoma of Gartner’s Duct. 
Carcinoma des Gartnerschen Ganges.) 

By W. Wittems. Arch. Gyndk., 179, 489-494, 1951. 
4 figs., 10 refs. 


339. A Case of Adenocarcinoma of the Ampulla of 
Gartner’s Duct. (Ein Fall von Adenokarzinom der 
Ampulle des Gartnerschen Ganges.) 

By H. Battzer. Geburtsh. u. Frauenheilk., 11, 499- 
502, June 1951. 4 figs., 3 refs. 


340. The New Technique of intravaginal X-Irradia- 
tion. (Eine neue technische Lésung fiir die Durchftihr- 
ung der intravaginalen Réntgenbestrahlung.) 

By R. K. Kepp. Zbl. Gyndk., 73, 257-263, 1951. 
6 figs., 2 refs. 


341. The Carbohydrate Content of Epitheliomata of 
the Portio Uteri Examined by Hotchkiss’s Method. (! 
carboidrati nell’epitelioma della portio uterina studiati 
per mezzo della reazione di Hotchkiss.) 

By G. Pescetro. Minerva ginec., 3, 396-399, Aug. 
1951. 5 figs., 21 refs. 


342. The Clinical Course of a Case of Chorion- 
epithelioma kept under Endocrinological Observation. 
(Evolution d'un chorio-épithéliome de l'utérus sous 
surveillance hormonale. Influences thérapeutiques. 
Disparition transitoire de métastases pulmonaires.) 

By R. HuGuentn, H. Hinorats, M. Hinowats, and 
J. Rouseau. Bull. Ass. franc. Cancer, 38, 177-191, 1951. 
10 figs., 2 refs. 

The authors describe a case of chorionepithelioma 
occurring after a 6-weeks abortion in a patient aged 25. 
The abortion was followed by repeated episodes of 
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uterine bieeding for which curettage was twice per- 
formed; when the diagnosis of chorionepithelioma had 
been made panhysterectomy was carried out. One 
month after operation the patient appeared clinically 
healthy, but the Aschheim-Zondek reaction was 
positive and 1,000 units of prolan B were present per 
litre of serum 

Because of these findings a pessimistic prognosis was 
given, and four methods of treatment were consecu- 
tively adopted until the final fatal outcome 22 months 
later. (1) Radiotherapy consisting of a dose of 200 r 
spread over 6 weeks, and oestrogens (stilboestrol 
25 mg. daily followed by hexoestrol 60 mg. daily) for 
6 months. The patient remained clinically well during 
this time and gained in weight, but the serum prolan B 
levels, after reaching as high as 2,000 units per litre, 
never fell below 750 units. (2) This was followed by a 
course of progesterone and hexoestrol in large doses 
for 3 months, during which time the patient's condition 
deteriorated; radiological opacities appeared in the 
lungs, and the serum prolan level reached 20,000 units 
per litre. (3) For the next 3 months a para-oxypropio- 
phenone compound (H 365) was given in daily doses 
of 0.04 to 1.2 g. Marked clinical and radiological im- 
provement resulted, and although the lungs appeared 
normal on X-ray films, the serum prolan level, after 
an initial fall, rose to 10,000 units. (4) H 365 was con- 
tinued in increasing doses up to 3 g. combined with 
hexoestrol 20 mg. daily, but after 3 months’ main- 
tained improvement the patient's physical state 
worsened, the X-ray shadows reappeared in the lungs, 
and she died from haemoptysis. 

The authors regard the improvement which followed 
administration of oestrogens and H365 as favourable, 
although it was only temporary and the deterioration 
was resumed when the malignant process became 
conditioned to the treatment. Progesterone and radio- 
therapy were of no avail. The authors point out the 
unreliability of a prognosis based on clinical and 
radiological evidence alone; hormonal fluctuations of 
the serum are much truer guides, and in addition 
indicate the efficacy or otherwise of the modus curandi. 

C. W. F. Burnett 


343. Positive Reaction to the Biological Test of 
Pregnancy in a Case of Chorionepithelioma with Local 
and Distant Spread. (Die biologische Schwanger- 
schaftsreaktion bei einem mit Réntgenstrahlen be- 
handelten, verschleppten metastasierenden Chorion- 
epitheliom.) 

By F. Becxer. Zd!. Gyndk., 73, 825-831, 1951. 27 
refs 


444. Clinical and Radiological Study of Intra- 
uterine Mucous Polyps. (Etude clinique et radio- 
logique des polypes muquex de la cavité corporéale de 
lutérus.) 

By R. Pacmer and J. Scumirr. Rev. frang. Gynéc., 
4, 129-138, May-June, 1951. § figs. 


345. A Systematic Morphological Study of the Endo- 
metrium in Cases of Myoma of the Uterus. (Studio 
mortologico sistematico deil’endometrio nelle porta- 
trici di mioma dell'utero.) 

By I. and L. INcert: Bonini. Arch. ital. 
Anat. Istol. pat., 24, 39-74, 1951. 11 figs., bibliography. 

This is a careful and detailed morphological study of 
the endometrium in 90 patients suffering from uterine 
myomata (“fibroids”). The patients ranged in age 
from 27 to 53 years, 57 falling into the age group 41 to 
50. About 25 per cent were nulliparous, 25 had one 
child, and the remainder had more than one child; 
39 patients had menorrhagia or metrorrhagia, while in 
the remainder menstruation was apparently normal. 

Study of the endometrium revealed that in more than 
21 per cent of cases the endometrium was histologi- 
cally normal and corresponded to the stage of the 
menstrual cycle. A hyperplastic condition of the 
endometrium was frequent but by no means universal. 
In fact, pathological hyperplasia was less frequent than 
epithelial dystrophia; it is suggested that this is evidence 
of ovarian dysfunction, with excessive production of 
oestrogenic hormone. Changes in the endometrial 
stroma were most marked and took the form either of 
a type of internal endometriosis or of a decidua-like 
transformation in the stroma ceils. 

It is suggested that these changes account for the 
frequency of menorrhagia and metrorrhagia in women 
with myomata and that the general picture is one of 
hormonal! dysfunction. 

[Many authors have noted the occurrence of endo- 
metrial changes in women with myomata and it has 
been suggested that the tumours themselves are of 
endocrine origin. Before accepting this theory one 
must note that fibroids are often found in pregnant 
women. In the present series the majority of the 
cases were in the age group 41 to 50, a period of life 
when hormonal disorders of menstruation and endo- 
metrial hyperplasia are frequent. In order to prove 
or disprove the theory of the hormonal origin of myo- 
mata, it would be necessary to study the endometrium 
in a series of women of comparable age in whom 
myomata were absent. Myomata cannot be always 
due to a severe or permanent hormonal disturbance; 
if this were so pregnancy would never occur in women 
suffering from these tumours.] 

Josephine Barnes 


346. Differences in Structure of the Myometrium and 
of Tumours Arising from it, in Relation to Age and 
Ovarian Function. (Die Verschiedenheit des Aufbaues 
des Myometrium uteri und seiner geschwulstigen 
Derivate in Abhingigkeit vom Alter und von der 
ovariellen Funktion.) 

By H. Rerrrer. Virchows Arch., 319, 555-577, 1951. 
18 figs. 19 reis 

Over 1,000 specimens of uteri with nearly 4.000 
fibroids, and in many cases the ovaries also, obtained 
from the Gynaecological Department of Heidelberg 
University, were examined by the naked eve and histo- 
logically. There are two definite types of myometrium. 
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The “ light " myometrium consists of cells with spindle- 
shaped nuclei and relatively large amounts of cyto- 
plasm, and is rich in fibrils. It is found mainly in the 
intermediate parts of the myometrium in infants, and 
more peripherally at puberty, whilst most of the 
myometrium during sexual life is of this type. In the 
submucous and subserous parts of the infant's uterus, 
in the submucous parts at puberty, and at the meno- 
pause, the “ dark " myometrium is found. It is very 
cellular and has less cytoplasm and fewer fibrils. It 
corresponds to the archimyometrium. Dark myo- 
metrium is also found during sexual life in disorders 
of ovarian function, such as cystic ovaries, endo- 
metriosis, endometritis, and chronic salpingitis. Mixed 
dark and light myometrium is very rarely found. 

In order to avoid changes due to oedema, hyaliniza- 
tion, and necrosis, only small fibromvomata were 
examined histologically. Mixed dark and light fibroids 
were found in 6.2 per cent of the series. and light 
fibroids in 45.6 per cent, their classification being 
based on histological appearances: these develop 
during sexual life. Dark fibroids develop after the 
menopause. Pallisading of cells is found almost 
exclusively in this group. They may be subdivided 
into two types: a cellular one with short fibrijs, and 
a rarer, poorly cellular tvpe with long fibrils: It is 
suggested that the classification of uterine mvosar- 
comata depends on this grouping. Fibroids develop 
as a result of the rhythmical changes throughout life 
in the uterine musculature. The finding of light 
fibroids surrounded by dark myometrium is usually 


due to the formation of a stalk, which can often be 


traced back to the original type of myometrium. 
F. Neumark 


347. The Cause of Displacement of the Myomatous 
Uterus. (Zur Genese der Achsendrehung des Uterus 
mvomatosus.) 

By W. A. Jaucn. Gvnaecologia, Basel, 132. 43-46, 
July 1951. 1 fig., 2 refs. 


348. Biological Aspects of Fibrous Myomatosis of 
the Uterus. (Le condizioni biologiche della fibromio- 
matosi dell’utero.) 

By FE. Moracct. Arch. Ostet. Ginec., 56, 77-96. 
Mar.-Apr., 1951. 


349. Pedunculated Submucous Myomas of the 
Uterus. 

By G. L. Catk and R. Torpin. Amer. Surg., 17. 
755-752, Aug. 1951. 2 figs., 3 refs. 


350. Surgical Treatment of Uterine Fibroma. (Traia- 
miento quirtirgico del fibroma uterino.) 

By J. Luts Otrva. Rev. esp. Obstet. Ginec., 10, 
9-14, Jan.-Feb. 1951. 2 figs. 


351. Mesothelioma of the Female Genital Tract. 
Review of the Literature and Report of Five Cases 
involving the Uterus. 

By R. C. Horn and G. C. Lewis. Amer. J. clin. 
Path., 21, 251-259, Mar. 1951. 6 figs., 25 refs. 
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Five tumours of the female genital tract involving 
the uterus are described from the Hospital of the 
University of Pennsylvania. The literature is reviewed, 
where 24 further cases are recorded; of the total of 29 
tumours 13 involved the uterus, 11 were tubal, and 5 
ovarian. 

The pathological appearance of these tumours varied. 
Most of the lesions were solid and resembled fibroids. 
Definite capsules were not always found, but the 
tumours were generally referred to as circumscribed. 
Only 4 tumours were cystic; all of these were ovarian. 
Microscopically, the tumours varied from a net-like 
structure, displacing normal tissue, to groups of cells 
scattered through a fibro-muscular background. The 
cells were either flattened, endothelium-like elements, 
or cuboidal or even columnar; they were arranged in 
solid cords through a fibro-muscular background. The 
cells were frequently vacuolated, containing material 
resembling mucin. Lymphocytic aggregations were a 
striking feature of many mesotheliomata. 

In 4 of the 5 cases the finding of a tumour was inci- 
dental; in the fifth case a tumour believed to be fibroid 
was removed and proved to be a mesothelioma. It is 
considered that these tumours present no characteristic 
clinical features. 

The authors state that with rare exceptions mesothe- 
liomata of the female genital tract may be expected to 
behave as benign tumours; they also consider that this 
group of tumours may originate from the mesothelial 
lining cells of the peritone: m. C. J. Dewhurst 


352. Investigations Clarifying the Relation between 
Glandular Cystic Hyperplasia and Genital Carcinoma. 
(Neuere Untersuchungen zur Klirung der Zusammen- 
hange zwischen der glandulir-cysitschen Hyperplasie 
und den genitalen Karzinomen.) 

By J. Ria6, E. Scipiapes, and L. Oncologia, 
Basel, 3, 232-244, 1950. 28 refs. 

Since the demonstration of oestrogenic activity on 
the endometrium and breast tissues of rodents the 
possibility of a causal relationship between the 
administration of oestrogens or oestrin, hyperplasia 
of the endometrium, and genital carcinoma has fre- 
quently been discussed with conflicting views and 
evidence. 

The authors have analysed what has happened in 
subsequent years to patients observed in their clinic 
from 1934 to 1944 suffering from glandular cystic 
hyperplasia. There were 564 such patients, of which 
240 only could be followed up. Of these, 179 (74.6 
per cent) were free of symptoms; 56 (23.3 per cent) 
had further irregular bleeding needing investigation. 
Of the 179 symptom-free patients 5 later teveloped 
carcinoma of the génital tract. Of all 240 patients 
who were traced 19 developed subsequent genital car- 
cinoma (7.91 per cent); 10 of these tumours were 
situated in the uterine body, 4 in the cervix, and 5 in 
the ovary. 

This figure of 7.9 per cent is higher than that reported 
by many other authorities and significantly higher than 
the rate of occurrence of genital carcinoma in the 
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general female population of the same age group; the 
authors do not regard this as coincidental. They do 
not think that hyperplasia is a true precancerous con- 
dition, or that oestrogens are carcinogenic; but they 
believe that the induced hyperplasia provides a basis 
for carcinoma more easily than do normal tissues, the 
follicular hormone thus preparing the soil for an 
unknown carcinogenic substance. They suggest that 
patients suffering from hyperplasia should be carefully 
watched and that the gynaecologist should be in charge 
of menopausal hormone therapy. Kenneth Bowes 


353. A Statistical and Clinical Study of Sarcoma of 
the Uterus. (Statistische und kasuistische Beitrage zum 
Sarkom des Uterus.) 

By K. PLence and E. Faroe. Z. Geburtsh. Gynak., 
134, 145-166, 1951. 11 figs., 19 refs. 

Statistics of uterine sarcoma do not possess the uni- 
formity associated with figures published on carci- 
noma. Improved methods of diagnosis and the wide 
appreciation of the importance of the subject have 
provided abundant material for investigation of both 
corporeal and cervical carcinoma, and figures have 
become more or less standardized; but with uterine 
sarcoma statistics show a remarkable variation. The 
proportion of sarcomata to myomata, for example, 
varies in literature from 0.3 per cent (Raab) to 10 per 
cent (Werner), the present authors seek an explanation 
for this divergency. They consider that the number 
of cases recognized is small because of difficulty in 
diagnosis, and quote Meyer, who said that, if tissue 
thought to be myomatous were more carefully 
examined, in an increasing number of instances it 
would be found to be sarcomatous. An enormous 
amount of time and trouble is required for serial 
section and staining, but success would often follow. 

A further difficulty is that no common criteria have 
been laid down as to what histologically constitutes a 
sarcoma. Mistakes and uncertainty are admitted by 
many authors. Hiissy has a 39-year-old unmarried 
patient who, 2 to 3 months after extirpation of the 
uterus for myoma, developed a recurrence which 
proved to be a myo-fusicellular sarcoma. Nasnata 
found a sarcoma in a cervical stump $5 years after a 
hysterectomy for myoma microscopically confirmed to 
be benign Boschann discovered retroperitoneal 
metastases in a patient whose uterus had been removed 
9 years before for myoma; these were described as 
borderline 

Material from two hospitals in Berlin was sent to the 
present authors. This series extends over 5 vears 
(1945-9), 713 primary tumours were studied from one 
hospital, of which 371 were benign mvyomata, 310 
carcinomata, and 32 sarcomata (23 intramural and 9 
endometrial). From the other hospital during the same 
vears 497 tumours were examined; there were 264 
myomata, 213 carcinomata, and 20 sarcomata (14 
intramural, 3 endometrial; 2 were double tumours, 
in one case an intramural sarcoma with an endo- 
metrial sarcoma, and in the other case an intramural 
sarcoma with a carcinoma corporis). Altogether 3.4 
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per cent of all uterine tumours examined by the 
authors were sarcomata. 
[The original paper should be studied by the inter- 


ested reader.] E. W. Kirk 
354. The Present Position in the Diagnosis and 
Treatment of Cancer of the Uterus. (Estado actual del 
diagnostico y tratamiento del cancer de utero.) 
By N. Mirmeser. Toko-ginec. pract., 10, 343-348, 
June-July 1951. 


355. The Operative Treatment of Carcinoma of the 
Uterus. (Die operative Therapie des Uteruskarzinoms.) 

By K. BurGer. Geburtsh. u. Frauenheilk., 11, 
385-400, May 1951. 7 figs. 


356. Fibromyxoma of the Cervix Uteri. 
myxom der Cervix uteri.) 

By J. Ktann. Arch. Gyndk., 
4 figs., 24 refs. 


_ 357. Factors Influencing Prognosis in the Treatment 
of Carcinoma of the Cervix Uteri. 

By W. E. Costotow and J. F. NoLan. Amer. J. 
Obstet. Gynec., 61, 548-556, Mar. 1951. § figs., 6 refs. 

The authors examined 963 patients with carcinoma 
of the cervix for factors influencing prognosis. The 
patients had been treated between 1933 and 1944; 703 
had received no previous treatment, 97 had previous 
irradiation, 61 a hysterectomy, and 102 had carcinoma 
of the cervical stump. The absolute 5-year survival 
rate was 40 per cent, and the relative 48 per cent. 

The gross extent of the disease (according to the 
League of Nations classification) was found to be the 
most important prognostic feature, the 5-year survival 
rates being 73 per cent, 49 per cent, 28 per cent, and 
0 per cent respectively for the 4 stages. The percent- 
age of successful cases was found to increase with the 
amount of irradiation in Stages II, II, and IV, but in 
Stage I the results were slightly better with smaller 
than the “ optimal ” doses. (Full details of dosage and 
technique are given.) An attempt was made to account 
for this unexpected finding by studying other varying 
factors. Histological grading had no significant 
effect on the prognosis. Fungating growths gave 
better results than cratered and infiltrating types. In 
general, age did not affect the prognosis, but patients 
over 40 did better in the higher dose range than did the 
younger patients. Irritative complications from irradia- 
tion occurred in 41 per cent of all cases, infective 
complications in 5 per cent, and fistulae in 4 per cent. 
The irritative complications were commoner with 
higher dosage, but infective complications and 
fistulae did not show this correlation. Such compli- 
cations did not affect the outcome. 

No associated factor, therefore, was found to 
account for the slightly worse results with larger 
dosage in Stage I, and it is suggested that it may be 
due to the so-called “supralethal effect” which 
describes local recurrence after high dosage and 
necrosis of normal tissue. The majority of failures 
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179, 470-477, 1951. 


in Stage I were due to pelvic recurrence, and of these 
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31 per cent had had high dosage and 15 per cent low 
dosage. 

The authors conclude that results would probably be 
improved by varying the amount of treatment with the 
gross extent of the disease. Aileen M. Dickens 


358. Carcinoma of the Cervix. A Review of 525 
Cases Diagnosed by Biopsy. 

By E. W. Gautt etal. Indian J. med. Sci., §, 297 
311, July 1951. 30 figs., 35 refs. 


359. The Uptake of Labelled Phosphorus by Cancer 
of the Cervix. Preliminary Report. 

By S. H. Srurcis, E. DeMuyvper, and J. V. MEiGcs. 
Ann. Surg., 133, 305-312, Mar. 1951. 10 figs., 3 refs. 

The purpose of this study was to determine whether 
the use of radio-active phosphorus (**P) might be of 
value in problems related to cancer of the cervix. The 
authors, working at the Vincent Memorial Hospital 
and the Gynaecological Service of the Massachusetts 
General Hospital, Boston, gave injections of **P 
intravenously to 28 patients 2 days before obtaining 
biopsy specimens of the cervix. Nine of these patients 
showed chronic cervicitis and benign squamous meta- 
plasia, 4 patients were diagnosed as having carcinoma 
in situ, and 15 had invasive cervical carcinoma. 

Only in 3 patients with cervical carcinoma was the 
uninvolved area of cervix sufficient to make direct 
comparison with normal tissue possible. In one, 
carcinoma in situ, the ratio of **P uptake between ab- 
normal and normal tissue was 3 to 1. In 2 patients with 
invasive cancer the ratios were 8 to | and 10 to 1 res- 
pectively. 

As in most of the malignant cases no normal tissue 
was available, the authors recorded the results as a 
ratio of counts between 1 g. of tissue and 1 ml. of 
serum obtained simultaneously 48 hours after injec- 
tion. The values for **P were high in all biopsies 
showing invasive cancer and in some showing car- 
cinoma in situ, but not increased in chronic cervicitis. 

The authors point out a possible source of error in 
these figures in the known affinity of erythrocytes 
for **P. Malignant tissue in vivo is more vascular 
than normal. Assays of iron content are now being 
conducted to correct for this factor in further reports. 

Further work in this laboratory is now under way to 
estimate the rate of turnover of **P in the cervix for 
specific activity studies before equilibrium is reached. 

Further biochemical analysis may shed some light 
on the apparently increased values for total phos- 
phorus in malignant cervical tissues, and contribute 
basic information on the factors that differentiate 
normal repair processes from invasive carcinoma of 
the cervix. Eileen D. M. Wilson 


300. Carcinoma of the Cervix Uteri. A Simpie and 
Adequate Method for Detection Applicable to Office 
Practice. 


By J. M. Ecnors, G. L. CaLx, and W. S. Boyp. 


Amer. Surg., 17, 779-784, Aug. 1951. 20 refs. 
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361. The Cytological Recognition of Carcinoma in 


Suu. 

By J. W. ReaGan. Cancer, 4, 255-260, Mar. 1951. 
10 figs., 2 refs. 

This study is based on 30 cases of carcinoma in situ 
proved by histological examination. Material was ob- 
tained both by Ayre’s method of scraping the cervical 
portio vaginalis and by aSpiration of secretion from 
the cervical canal. This latter method is particularly 
valuable when the carcinoma is limited to the cervical 
canal. The appearance of the cells found in smears 
from the proved cases is given [but the original paper 
should be consulted for details}. It is said that the types 
of cell seen in carcinoma in situ also occur in frank 
squamous-cell carcinomata, but their presence is over- 
shadowed by the characteristic pleomorphism of the 
neoplastic cells. 

Specimens taken after an operation on the cervix 
may contain proliferating parabasal cells resembling 
those seen in carcinoma in situ. An interval of at least 
1 month should be allowed before repeating the exam- 
ination. Tissue spreads taken during the post- 
menopausal period may contain dense groups of 
“atrophic” cells of parabasal type. This is not a 
constant finding, and the presence of such cells does 
not exclude the existence of carcinoma. Cervical 
lesions characterized by acanthosis may present a 
confusing picture. Such lesions include condyloma 
acuminatum, squamous-cell papilloma, and leuko- 
plakia. The cells derived from cases of squamous 
metaplasia are slightly larger than the parabasal cells 
and have a more acidophilic cytoplasm; the nuclei are 
slightly enlarged, variable in outline, and possess a 
finely granular chromatin. In acute gonorrhoeal cer- 
vicitis the cytological alterations may be confused with 
carcinoma. F. A. Langley 

362. Carcinoma of the Cervix: Treatment with 
Radio-active Cobalt. The use of Ring Applicators. 

By J. Waxiey. S. Afr. med. J., 25, 523-526, July 
1951. 5 figs., 6 refs. 

363. Comparative Results of Surgical and X-ray 
Treatment of Carcinoma of the Cervix. (Comparison 
entre les résultats du traitement par la chirurgie ou par 
les radiations des cancers du col utérin.) 

By R. Gorrin. Acta chir. belg., 50, 200-202, Apr. 
1951. 

364. The Radiotherapy of Carcinoma of the Cervix. 
(Traitement radiothérapique du cancer du col utérin.) 

By B. Prerquin and R. Bory. Presse therm. climat., 
88, 56-63, Mar.-Apr. 1951. 

365. Carcinoma of the Uterine Cervical Stump: Its 
Incidence and Prophylaxis (Analysis of 252 Cases of 
Cervical Carcinoma). 

By M. H. Lamepricut and K. W. CLement. Ohio 
St. med. J., 47, 733-735, Aug. 1951. 8 refs. 

366. The Symptomatology of Ovarian Tumours. 
(Alcune considerazioni sulla sintomatologia dei tumori 
ovarici.) 

By D. Mancini. Boll. Soc. med.-chir. Cremona, 3, 
21-23, May-June, 1951. 
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367. A Histological and Physiological Study of 
Ovarian Folliculomata. (Remarques histo-physio- 
logiques sur les folliculomes de l'ovaire.) 

By A. Rupsens-Duvat. Sem. Hép. Paris, 27, 2042- 
2049, June 26, 1951. 14 figs. 


368. Bilateral Polycystic Ovaries, the Stein Syn- 

By M. L. Levenruar and M. R. Conen. Amer. J. 
Obstet. Gynec., 61, 1034-1046, May 1951. 4 figs., 
26 refs 

In 1935 Stein and Leventhal described a clinical 
syndrome characterized by menstrual! irregularity and 
amenorrhoea, sterility, hirsutism, and obesity, which 
was apparently the result of an endocrine disturbance. 
The ovaries are enlarged and cystic, the tunica albu- 
ginea is thickened, and corpora lutea are absent. The 
present report is an analysis of 10 cases met with by the 
authors in 4 years. Amenorrhoea and sterility were the 
chief complaints, but hirsutism was present in 7. 
Hyperplasia of the theca interna cells lining the cysts 
was present in all, and the authors suggest that these 
produce an excess of steroids and androgens which 
inhibit menstruation and may cause the hirsutism. In 
each case normal menstruation was restored after 
resection of the cystic ovaries: 4 patients became preg- 
nant, but in one case the condition recurred. 

F. J. Browne 
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369. Sclerocystic Disease of the Ovary. 


scléro-kystique.) 
By Matinas and R. Bory. Presse therm. climat., 
88, 67-71, Mar.-Apr. 1951. 


370. The Oecstrogenic Activity of the Contents of 
Ovarian Cysts in Patients with Cancer of the Breast. 
(Capacidad de accién estrogénica del contenido de los 
quistes de ovarios en la mujer con cancer de mama.) 

By D. Bracuerro Brian, L. Kravetz pe Sruiues, 
and L. Mooutnrvsxy. Obstet. Ginec. lat.-amer., 8. 
541-553, Nov.-Dec. 1950. § figs., 12 refs. 


371. Reformation of an Ovarian Dermoid Cyst. 
By A. A. Levi. New Engl. J. Med., 245, 99-100, 
July 19, 1951. 2 refs. 


372. Granulosa-cell Tumour as a Cause of Uterine 
Haemorrhage Persisting after Radium and X-ray 
Menopause. (Granulosazelltumor als Ursache durch 
Radium- und Réntgenkastration nicht stillbarer Uterus- 
blutuneen.) 

By W. Micner and W. Zhi. Gyndk., 73, 
682, 1951. 11 refs 

The authors present a good review of the literature 
concerning these tumours: they describe the clinical 
manifestations which are caused by the follicular and 
corpus luteum hormones produced by the granulosa 
cells. They give details of a case followed over a long 
period, with irregular bleeding bevond the climacteric 
but normal findings in the beginning. Repeated curet- 
tages showed glandular hyperplasia only: irradiation 
and curettage, however, produced no permanent cure. 
The clinical findings changed 7 vears after the onset: 
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on the left side near the enlarged uterus a hard tumour 
of the size of a fist was felt. Laparotomy was per- 
formed and a bluish translucent tumour removed; the 
uterus was left behind. X-ray and radium treatment 
were given post-operatively. 

The histological examination of several areas of the 
tumour showed follicle-like tissue and fibrous sarco- 
matous tissue. According to Bergstrand’s classification 
the tumour belongs to the diffuse form of granulosa- 
cell tumour. 

[As the patient had been treated for 7 years without 
success, one might well ask why operative exploration 
was not carried out earlier.] O. Burger 


373. Endometrial Carcinoma, 

By J. H. RANDALL, D. F. Mirick, and E. BE. Wiesen. 
Amer. J. Obstet. Gynec., 61, 596-602, Mar. 1951. 
9 refs. 

The authors studied 330 cases of endometrial carci- 
noma treated between 1926 and 1945 in the State 
University of lowa Hospitals. Of the patients 86 per 
cent were over the age of 50 and 2.6 per cent only under 
the age of 40; 80 per cent of the patients were nulli- 
parae. The main symptom (in 93 per cent of cases) 
was irregular vaginal bleeding, and in 50 per cent of 
the cases the menopause had occurred after the age 
of 50. Twenty cases had previously undergone an 
artificial menopause—8 by irradiation, 8 by radium, 
and 4 by bilateral oéphorectomy. 

The authors divided their cases into 4 groups: (1) in 
which the disease was confined to the uterine body; 
(2) in which spread to the cervix had occurred; (3) 
where the disease had spread to other parts of the 
genital tract; and (4) where extragenital structures 
(usually the peritoneum) were involved. They further 
defined four histological groups according to the degree 
of histological differentiation. 

Their treatment of choice was intra-uterine radium 
in multiple foci (5 to 10x 10-mg. tubes for 70 to 80 
hours) initiated at the time of the diagnostic curettage, 
followed by total abdominal hysterectomy with 
bilateral salpingo-odphorectomy 4 to 6 weeks later. 
At the operation emphasis was laid on preliminary 
closing of the uterus by packing the cavity with gauze, 
suturing the cervix, and avoiding injuring the uterus 
with sharp instruments; traction was made on the 
round ligaments only. In general, cases in Stages III 
and IV, and cases in Stages I and II which were con- 
sidered bad surgical risks, were treated with a com- 
bination of intra-uterine radium and deep X-ray 
therapy. 

The over-all 5-year survival rate was 56.3 per cent; 
in 98 cases treated with combined radium and hyster- 
ectomy the 5-year survival rate was 81.6 per cent. The 
5-year survival rate decreased as the histological differ- 
entiation became less, being 88.4 per cent for those in 
Grade I, but 26.3 per cent only for those in Grade 4. 
The authors also noted that the younger patients had 
a better prognosis than the older ones, but this they 
attributed to the greater incidence of coexistent disease 
in the older groups. M. Halden Lloyd 
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374. Fertility in the Etiology of Endometriosis. 

By W. V. CavanaGH. Amer. J. Obstet. Gynec., 61, 
539-547, Mar. 1951. 2 figs., 19 refs. 

Tne author has analysed all histologically proved 
cases of external endometriosis (646 in all) operated 
upon between 1932 and 1949 at the Sloane Hospital, 
New York, with particular respect to economic status 
and child-bearing; 57 per cent were private patients 
with a median age of 37.5, and 43 per cent ward 
patients with a median age of 38.3. The cases were 
found during 8,627 laparotomies for pelvic disease, 
giving an over-all incidence of 7.5 per cent. The fre- 
quency of endometriosis was 4.1 per cent in negroes, 
in white ward patients 6.2 per cent, and in private 
patients 10.6 per cent. This disparity was shown to be 
due to dilution by cases of pelvic inflammatory disease 
and fibroid in the ward, particularly in the negro 
patients, and not to an absolute increase among 
private patients. Of the whole series 22.9 per cent 
were unmarried, and this percentage is not higher than 
in the general population. In age groups over 25, 
however, there was a positive correlation with the 
unmarried state. 

The pregnancy rate was calculated for the ward and 
private series and compared with a control series of 
pneumonia patients. The total number of pregnancies 
was divided by the total months of married life before 
operation, periods during which patients were pregnant 
or lactation being deducted, and all multiplied by 1,200. 
The pregnancy rates in both private and ward patients 
married before 30 were almost equal, and were half 
those found in the control series married at the same 
age. In those married over 30 there was again no sig- 
nificant difference between ward and private patients, 
but their pregnancy rates were only about one-tenth 
those of the control patients married at that age. There 
was no tendency to postpone marriage or pregnancy 
in the endometriosis cases (ward or private) compared 
with the control series. 

This study does not support Meigs’s theory that the 
incidence of endometriosis, is increased by postpone- 
ment of marriage and pregnancy, but rather confirms 
that the infertility is the result of endometriosis and 
not its cause. Aileen M. Dickins 


375. The Diagnosis and Treatment of Endometriosis. 
By J. P. Firzaissons. Illinois med. J., 100, 115-121, 
Aug. 1951. 26 refs. 


376. Endometriosis in a Rhesus Monkey. 
By H. Kiuver and G. W. BaRTELMEZ. Surg. Gynec. 
Obstet., 92, 650-660, June 1951. 7 figs., 24 refs. 


377. Endometriosis. Evidence of Tubal Origin in 
the Distribution of Lesions. 

By J. Fatton. Arch. Surg., Chicago., 62, 412-419, 
Mar. 1951. 4 figs., 11 refs. 

This study concerns the location of endometriosis in 
430 patients observed at the Fallon Clinic and the St. 
Vincent Hospital, Worcester, Mass.; case records 
lacking exact data and lesions too large to be located 
exactly were excluded. In 138 cases the lesions were 
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plotted on diagrams representing the pelvic organs. A 
composite spot map of all 138 cases showed a 
suggesting distribution by gravity from either the 
Fallopian tubes or the ovaries; a path of spots extended 
from near the top of the broad ligaments to the most 
dependent portion of the pelvis, the number of spots 
increasing from above downwards and a strong con- 
centration being present in dependent areas. Another 
composite record relating to those cases in which there 
was no ovarian involvement revealed a similar pattern 
suggesting a tubal origin. 

The author thinks that this circumstantial evidence 
of the “ distribution of some active agent by gravity ” 
adduced in 138 non-consecutive cases does not rule out 
different mechanisms in other cases of endometriosis. 

N. Alders 


378. Vesical Endometriosis: Pathological and Clinical 
Aspects. (Endometriosis vesical.) 

By L. A. Arricui and E. P. Obstet. 
Ginec. lat.-amer., 9, 63-90, Mar.-Apr. 1951. 2 figs., 
bibliography. 

The authors have recently had occasion to treat a 
case of endometriosis of the bladder. In reviewing the 
literature they note that 69 cases have been reported 
since the condition was first described in 1921. These 
69 cases have been classified as: (A) primary endo- 
metriosis of the bladder without any other evidence 
of the disease (10 cases); and (B) secondary endo- 
metriosis of the bladder associated with such condi- 
tions as ovarian endometriosis (10 cases), peritoneal 
uterine endometriosis (9 cases), subperitoneal endo- 
metriosis (10 cases), tubal and angular endometriosis 
(3 cases), endometriosis of the vaginal fornix (2 cases), 
endometriosis of anterior peritoneal cul-de-sac (4 
cases), endometriosis invading the bladder from 
cervical stump after hysterectomy (5 cases), and 
implants after pelvic operations (11 cases); in 4 cases 
the origin was uncertain. Macroscopically, the lesion 
is located most often on the posterior wall of the 
bladder. In primary disease of the bladder the lesion 
is usually of a congestive, inflammatory type. Histo- 
logically, the lesions begin in the bladder muscle, but 
often break through the mucosa. Proliferative changes 
are frequently seen in the endometrial glands. 

Haematuria was the commonest initial symptom, 
being present in 17 of the recorded cases. In 50 per 
cent gynaecological symptoms were present. As ob- 
served through the cystoscope, periodic modifications 
in the picture occur, associated with the phases of the 
menstrual cycle. An attempt to confirm the diagnosis 
by biopsy was made in 17 of the 69 recorded cases; 
with positive results in 4. 

Treatment depends on the extent of the lesions. 
Small lesions may merely be kept under observation, 
especially in pre-menopausal women. Radiotherapy 
is the treatment of choice when the diagnosis is certain 
and the lesion is extensive and likely to lead to obstruc- 
tion of the urinary passages. Surgical excision may be 
practised in suitable cases, the lesion of the bladder 
being excised and the bladder sutured and drained with 
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an indwelling catheter. In cases associated with 
ovarian endometriosis, hysterectomy with bilateral 
odphorectomy is preferable. 

The authors report the occurrence of an isolated 
deposit of. endometriosis in the bladder in a woman 
of 26. This was treated by laparotomy and local 
excision. There was no sign of endometriosis else- 
where. Josephine Barnes 


379. Primary Adenocarcinoma of the Fallopian 
Tube. 

By T. C. Case. N.Y. St. J. Med., $1, 1429-1431, 
June 1, 1951. 4 figs., 1 ref. 


380. Tubal Malignancy—a Method for Collecting 
Specimens for Cytologic Study. 

By K. S. MacLean. Science, 114, 181, Aug. 17, 
195] 


OPERATIONS 

381. The Management of Urologic Accidents in 
General and Gynecologic Surgery. 

By H. E. Cartson. Sth. med. J., 44, 744-749, Aug. 
1951. 1 ref 


382. Collapse Following the Extended Operation of 
Cottes. (Stérungen bei der erweiterten Cotteschen 
Operation.) 

By K. Lance. Zhi. Gyndk., 73, 955-960, 1951. 17 
refs. 


383. Construction of the Artificial Vagina. 
By A. B. Ciery and E. Sotomons. Irish J. med. Sci.. 
6th Ser., 373-376, Aug. 1951. 13 refs. 


384. The Baldwin-Mori Operation for Absence of 
the Vagina. (A propos de l‘opération de Baldwin- 
Mori pour absence congénitale du vagin.) 

By P. Brocg and H. Rowert. Gynec. et Obstét., 50, 
229-259, 1951. 8 figs., 78 refs 


485. Construction of the Artificial Vagina. (Vaginal- 
plastik.) 

By P. Werrerpat. Nord. Med., 45, 809-810, May 
23, 1951. 23 refs 

386. The Operative Corrections of Displacement of 
the Uterus. (Zur operativen Lagekorrektur des Uterus.) 

By K. Wurstrer. Z. Geburtsh. Gyndk., 134, 334 
348, 1951. 16 refs. 


387. Total Colpocleisis for Pelvic Eventration. 

By H. D. Apams. Sure. Gynec. Obstet.. 92, 
321-324, Mar. 1951. 2 figs. 

The author, working in Boston, has been disap- 
pointed with his results of total and supravaginal 
hysterectomy for prolapse when using standard abdo- 
minal suspensions and Le Fort's operation. A total 
colpocleisis has, therefore, been performed and the 
relief to the patient and her family has been so great 
that the loss of marital function has not been of 
importance in his series of cases. 

Patients are admitted 48 hours before operation and 
the vagina and lower bowel thoroughly cleaned. Under 
spinal analgesia the cervix or the remaining scar at 
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the vault of the vagina is grasped and an incision made 
in the mucosa of the anterior vaginal wall from the 
apex to a point just below the urethra. The mucosal 
flaps are now elevated from the underlying tissues as 
far as the labial margins. A similar incision is now 
made in the posterior vaginal wall and the flaps re- 
flected. If necessary, the cervix is now amputated as 
high up as possible and a series of purse-string sutures 
are placed to invert progressively the bladder and the 
rectum to reduce the prolapse. The urethra is now 
plicated and the levator and transverse perineal 
muscles are brought together to form a permanent 
support for bladder and rectum. Excess mucosa is 
removed and the edges are closed to form a dimple 
(2 cm. deep) below the urethra and allow an unob- 
structed urinary stream from the urethral orific. A 
modification of the operation has been used in patients 
with complete prolapse associated with enterocele. 
The Manchester operation has been modified by 
amputating the cervix and plicating the cardinal 
ligaments behind the cervix. 

The author stresses that the number of cases 
requiring this operation will be small and obviously 
the best treatment is more care at the original hyster- 
ectomy; 30 cases have been treated in 15 years and 
a 5-year follow-up observation has given uniformly 
excellent results. 

{It is satisfactory to note that the author stresses the 
family aspect of prolapse and points out that a suc- 
cessful operation benefits both the patient and her 
associates. If the author's strictures on the use of this 
operation are observed it should prove of great use to 
the gynaecologist in the occasional difficult case.] 

D. C. A. Bevis 


388. Recent Developments in Post-partum Steriliza- 
tion in the United States. (Recenti sviuppi della 
sterilizzazione puerperale negi Stati Uniti.) 

By A. D’Esopo and D. V. STeFaNo Pesce. Minerva 
ginec., 3, 70-77, Feb. 1951. 7 figs., 18 refs. 


389. Total Intra-isthmic Vaginal Hysterectomy. 
(Isterectomia totale intraistmica vaginale.) 

By G. Veccuietti. Minerva Ginec., 3, 3-6, Jan. 1951. 
7 figs., 2 refs. 

A method of vaginal hysterectomy which is called 
intra-isthmic is described and illustrated. The uterus is 
first delivered through a vaginal incision; the peri- 
toneum is then closed and the uterus removed by 
division of its ligaments. The round ligaments are 
retained and sutured to the utero-sacral ligaments as 
a support for the vaginal vault. 

This operation has been performed in 15 cases with 
uniform success. It is claimed that this technique 
eliminates all the disadvantages associated with total 
or subtotal hysterectomy as usually performed by the 
abdominal route. Josephine Barnes 


390. The Basic Technique of Total Hysterectomy. 
(Les bases techniques de I"hystérectomie totale.) 

By M. R. Lopez. Brux.-méd., 31. 1809-1821, Sept. 
2. 1951. 9 figs. 
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391. Wertheim’s Operation in Relation to Penicillin. 
(Zur Frage der Wertheimschen Operation im Penicillin- 
Spiegel.) 

By K. H. Bruntscu and W. KiAseMann. 
Gyndk., 73, 968-976, 1951. 2 figs., 10 refs. 


392. Abdominal Panhysterectomy with Dissection in 
a Paracervical Layer by Aldridge’s Method. [In 
English.]} 

By H. ZiLtiacus. 
134, 1951. 1 ref. 


393. Long-Term Results of Operations on the Cervix 
in the Treatment of Sterility. (Risultati a distanza degli 
interventi sul collo dell'utero nella cura della sterilita.) 

By P. Baito. Minerva ginec., 3, 317-326, June 1951. 
44 refs. 


394. Salpingoplasty using Polyethylene Tubing. A 
Preliminary Report. 

By D. J. Wexver, C. H. and A. 
Amer. J. Surg., 82, 280-282, Aug. 1951. 1 fig., 2 refs. 


Ann. chir. gyn. fenn., 40, 132- 


395. Rapidity of Human Fallopian Tube Wound 
Healing as Cause for Poor Results from Reparative 
Tubal Surgery. A Preliminary Report. 

By A. L Weisman. Ammer. J. Surg., 82, 278-279, 
Aug. 1951. 3 refs. 


396. False Diagnosis of Patency of Fallopian Tubes. 

By M. M. Warre. Brit. med. J., 1, 336-338, Feb. 
17, 1951. 4 figs., 2 refs. 

Evidence in the form of case reports of 6 patients is 
advanced to support the conclusion that the kymo- 
graph does not always depict the true strate of the 
Fallopian tubes or pertubal insufflation. Miller (1945) 
and Siegler (1950) referred to one fallacy, in that gas 
may bubble through a hydrosalpinx, and the author 
of this article has shown by salpingography and 
laparotomy that in a number of cases gas appears to 
have escaped through the flaccid tube wall where no 
hydrosalpinx existed and where the fimbrial lumina 
were in fact occluded. In such cases, when no hydro- 
salpinx is revealed by pelvic examination and when 
the kymograph suggests patency, occlusion of fimbrial 
ostia might remain undetected. 

Bilateral pelvic pain and “a hollow sound” on 
insufflation are suggestive features of this condition. 
Shoulder pain does not inevitably occur on insufflation 
in tubal patency, for it was experienced in some cases 
in which non-patency was confirmed. It is a variable 
factor and need not depend, as has been stated, on 
introduction of 300 ml. of gas. The author found that 
it was experienced after the introduction of not more 
than 100 ml. of gas. Bilateral pelvic pain in cases of 
non-patency has been experienced in some cases, but 
others have felt no discomfort. Pelvic examination im- 
mediately after insufflation in the case of women who 
experienced pain has revealed a tubal swelling, but re- 
examination of the patient later showed no swelling. 

In an addendum, four further cases are recorded of 
a similar kind. In one of these, in which tubal occlu- 
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sion was confirmed by operation, re-insufflation was 
afterwards performed and introduction of gas was 
maintained at constant pressure throughout nearly an 
entire revolution of the drum. The tracing is repro- 
duced and shows an initial rise to 100 mm.Hg with 
rapid fall to 60; only twice thereafter does the reading 
reach 75 mm.Hg. 


The author's conclusions from his findings are that: 
in certain cases of terminal tubal adhesions investi- 
gated only by the method of tubal insufflation it is 
possible to believe the Fallopian tubes to be patent at 
their fimbrial ends when they are actually occluded; 
that when a state of hydrosalpinx does not exist there 
is no means of recognizing the condition; and that a 
hollow sound on insufflation and bilateral pelvic pain 
are suggestive features, but that a diagnosis can be 
made only from the salpingogram. E. W. Kirk 


397. Kymographic Tubal Insufflation with a Modifi- 
cation of the Riazi-Palmer Apparatus. (L’insufflation 
tubaire kymographique avec l'appareil de Riazi- 
Palmer modifié.) 

By —. Lyon-DeviLuiers. 
146-153, May-June, 1951. 


398. Extra-uterine of Contrast Media ia 
Hysterosalpingography. (Die extrakavalen Kontrast- 
fillungen bein der Hysterosalpingographie.) 

By H. W. Kayser. Z. Geburtsh. Gyndk., 135, 
47-79, 1951. 16 figs., bibliography. 


The great diagnostic value of salpingography, which, 
apart from the slight danger of oil embolism, entails 
no risk, is unquestionable. The author comments upon 
the permeation of contrast media from the body of 
the uterus into the immediate surroundings. This is 
due either to penetration of the oil into the muscular 
system of the uterus after application of comparatively 
high pressure or to filling of utero-ovarian vessels. 
mostly lymphatic and seldom veins. The author 
studied its occurrence in 2,107 double radiographs 
taken at the University Clinic in Kiel. [The technique 
used for salpingography in this clinic must be studied 
in the original paper.] The reason for such permeation 
need not necessarily be a high injection pressure, for 
it may occur also in cases of incomplete filling. Tubal 
occlusion, hypoplasia, and haemorrhage are not 
necessarily present, but previous inflammation of the 
internal genital organs is probably among the factors 
responsible. In these cases filling of the para-uterine 
lymphatic vessels can be shown to occur. Penetration 
of the contrast medium into veins or into structural 
gaps took place in a very few cases, but in no case did 
it result in any damage. O. Burger 


Rev. franc. Gynéc., #, 
2 figs., 3 refs. 


399. “loduron-S”, a New Water-Soluble Viscous 
Contrast Medium for Hypersalpingography. (Joduron- 
S. ein neues wasserlésliches Viskéses Kontrastmittel 
zur Hysterosalpingographie.) 

By F. K. Fiscuer and L. Mfyer. 
Wschr., 81, 573-581, June 16, 1951. 


Schweiz. med. 
16 figs., 27 refs. 
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400. Comparison of Three Contrast Media: 
“ Lipiodol”, “Tenebry!”, and Diodone, used for 
Hysterography. (Etude comparative de trois produits 
de contraste: lipiodol, tenebry! et diodone utilises pour 
les hysterographies.) 

By S. Laporpe, J. MoNTAGNON, and N. Butas. C.R. 
Soc. frang. Gynéc., 20, 294-300, Dec. 1950. 4 figs., 2 
refs. 


40\. Significance of Pressure in Hysterosalpingo- 
graphy; New Instrument for Pressure Reading. 
(Ueber die Bedeutung des Druckes bei der Hystero- 
salpingographie (HSG) und fiber ein neues Instrument 
zur Druckmessung.) 

By C. MOLiter. Schweiz med. Wschr., 81, 639-641, 
July 7, 1951. 5 figs., 1 ref. 


402. A New Apparatus for Hystero-salpingography, 
Tubal insufflation, and Electro-therapy of the Tubes 
with lonisable Solutions. (Nuovo apparecchio per 
istereo-salpingo-grafia, insufflazione tubarica e terapia 
elettrica delle salpingi con soluzioni jonizzabili.) 

By V. Trert. Radiol. med., Torino, 37, 650-653, 
Aug. 1951. 1 fig.. 13 refs. 


403. Ureterovaginal Fistula. 

By G. J. THompson and V. S. CouNnseLier. J. int. 
Coll. Surg., 18, 479-487, Apr. 1951. 4 figs., 6 refs. 

This is a study of 35 cases of uretero-vaginal fistula 
observed at the Mayo Clinic from 1940 to 1949. The 
fistula developed in 32 cases after gynaecological oper- 
ations and in 3 patients after forceps delivery; it was 
unilateral in 33 cascs and bilateral in the remaining 2. 
Of the 35 patients 6 suffered from vesico-vaginal fistula 
as well. The site of ureteric injury and the functional 
state of the kidneys were determined by cystoscopy with 
ureteric catheterization, by excretion urograms, and 
sometimes by catheterization of the injured ureter from 
the vagina and retrograde urography. 

Treatment consisted of nephrectomy in 20 cases, 
implantation of the ureter into the bladder in 11 
cases, uretero-intestinal anastomosis in 2 patients, and 
cutaneous ureterostomy once (the last-mentioned case 
was one of bilateral ureteric fistula after removal of 
one kidney). Two patients refused operation. There 
were no deaths in the authors’ series. The best results 


followed nephrectomy, but reimplantation of the ureter 
into the bladder is recommended if the ureter is com- 
paratively normal and if there is no evidence of in- 
fection. Uretero-intestinal anastomosis should be 
resorted to if the bladder cannot be made useful. 

N. Alders 


404. Endoscopic Treatment of Vesico-vaginal and 
Vesico-uterine Fistulas. (Sur le traitment endoscopique 
des fistules vésico-vaginales et vésico-utérines.) 

By A. Parris. Maroc méd., #,721-724, Aug. 1951. 


UROLOGY 

405. Voluntary Control of the Incontinent Urethra 
by the Psoas Muscle. (Occludibilita volontaria di 
uretra incontinente mediante gli psoas.) 

By F. Srerani. G. ital. Chir., 7, 73-80, Feb. 1951. 
2 figs. 

Some years ago the author described a method for 
the treatment of urinary incontinence. He exposes the 
psoas minor, liberates its tendon and, uniting the free 
end to a strip of fascia lata, he encircles the urethra 
underneath the symphysis and then sutures the loose 
end to the anterior surface of the os pubis. By this 
means the constant dribbling is overcome. 

In the present article he reports a third case in which 
the operation has proved equally successful in its final 
result in spite of a haematoma of the right labium 
majus and of a post-injection glutea abscess. He makes 
some further observations, technical and otherwise, on 
this method: if the psoas minor is absent, a strip off 
the psoas major could be utilized, with due precautions 
to safeguard the femoral nerve, with which it is in 
intimate relation; if for any reason neither of these 
two muscles is available, a tendinous portion of the 
rectus abdominis muscle would serve equally well. It 
is an advantage to have some adipose tissue between 
the posterior surface of the pubis and the dissected 
fascia lata and also between the chosen strip of muscle 
and its parent. 

There are no real contra-indications to this opera- 
tion except that of a motor paralysis involving the 
psoas muscle; amongst the indications the author also 
mentions plastic repair of the urethra. 

S. M. Vassallo 
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Dietotherapy HE physiological basis of *' the 
Tike of pregnancy ’’ is, of 
, plain hunger induced by the additional 
presi of foetal growth and the extra require- 
ments for maintenance of maternal well-being. 


What expectant mothers long is 

and Child °®**ta food in quickly accessible and 

palatable form. While treatment there- 

fore suggests itself, present-day shortages and 

rationing make the agp of supplementary 

foods a difficult prob especially during preg- 

nancy, when shopping activities are necessarily 
restricted. 


In the For the 

te of pregnancy, the prescription 
of Obstetrics = quickly prepared, tasty meal 
consisting of ‘‘ proximate principles ’’ and vitamins 
—as comprised in ‘ Ovaltine’. This delicious food 
supplement providés malt, milk, cocoa, soya, eggs 
and additional vitamins; it is readily available 
and is easily made up; meticulous laboratory con- | 
trol during different stages of manufacture ensures |_| 


its entire purity and highest possible standard of |" /’/ 
quality. 
ie pre-natal alimentation both for maternal 


ength and foetal development, ‘ Ovaltine’ is 
toad 


Vitamin Standardization per oz.— 
Vitamia B,, 0.3 mg.; Vitamin D, 350 iu.; Niacin, 2 mg. 


Ovaltine 
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Manufactory, Farms and Ovaltine Research Laboratories: 
King’s Langley, Herts. 
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